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FOREWORD 


Tue author’s “First Year Nursing’ was very kindly re- 
ceived by superintendents of schools of nursing throughout 
the country. Methods of teaching nurses are changing, 
however, and text-books must conform to altered condi- 
tions. It has seemed that a text not too lengthy, giving 
the ordinary nursing procedures, with enough explanation 
to clarify them, would replace the writer’s first book and 
fill the needs of the modern teacher of nurses. 

All matter not coming directly under the head of nursing 
has been omitted, as this is now usually given in separate 
courses. The arrangement is about that of the actual prac- 
tice in the average hospital, but can easily be altered to 
suit special conditions. 

The writer hopes that the present volume will be found 
helpful, especially to teachers of nursing in the smaller hos- 
pitals. 

Much valuable assistance has been obtained from ‘Prin- 
ciples and Practice of Nursing,’’ by Miss Bertha Harmer; 
“Practical Nursing,” by Miss Anna Maxwell and Miss Amy 
Pope, and ‘Procedures in Nursing,” by Miss Annabella 
McCrae; the writer has also made use of ‘‘Bellevue Nurs- 
ing Procedures” and “Nursing Procedures,” by Miss Anna 
Jammé; “Nursing Procedures,” by Reid, Hoffman, Jennings 
and Reed; ‘Diseases of Children for Nurses,” by Robert 
McCombs; ‘Bandages and Bandaging for Nurses,’”’ by Miss 
M. Cordelia Cowan, and others, and hereby acknowledges 
her indebtedness to them. 

MINNIE GOODNOW. 


PHILADELPHIA, Pa., 
March, 1926. 
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THE TECHNIC OF NURSING 


_ CHAPTER I 
CARE OF ROOMS AND WARDS 


A room or ward, to be comfortable for a sick patient, 
must be (1) scrupulously clean; (2) in order; (3) properly 
ventilated; (4) not too cold or too warm. 

Cleanliness 7s godliness in a hospital, because it means 
safety, comfort, and welfare to the patient. 

Composition of Dust.—Hospital dust consists of particles 
of sand and dirt blown in from the street, containing germs 
dropped by animals and people, lint from bedding, scales 
from the skin, dandruff from the head, crumbs of food, 
dried throat and nasal secretions, particles of dried excreta, 
and other substances both disagreeable and dangerous. 

How to Clean.—Moving dirt from one place to another, 
as with a feather duster, or cleaning simply for the sake of 
appearance, is quite insufficient in a hospital. The germ- 
laden dust must be entirely removed, and the germs either 
killed or placed where they cannot grow or harm anyone. 

Dry cleaning is ineffective, because it does not remove 
bacteria; being microscopic in size, they slip between the 
straws of a broom or brush, or the feathers of a duster. If 
collected upon a damp cloth, they adhere, and may be prop- 
erly disposed of. 

Cleaning Floors.—Hospital floors are usually cared for 
by servants, but the nurse must know how it should be done, 
and be able to do it herself if necessary. For a bare floor, 
one needs: 


A broom. 

A bristle floor brush. 

A dry mop. 

A dust-pan. 

A short-handled dust-brush. 

An old newspaper. 

Damp sawdust or sweeping powder. 
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Procedure —Take up rugs, if there are any, and carry 
them to the porch. Place dust-pan and dust-brush on the 
floor at one side, with floor brush and dry mop. 

Collect roughly and rapidly with broom any coarse dirt, 
papers, gauze, hairs, ete., and set broom alongside of dust- 
pan. Pick up any anfeby spine. 

If there is any liquid spilled on the floor, get a mop or 
floor cloth and wipe it up. Do not sweep fhroush it. 

Scatter damp sawdust or sweeping powder over the floor, 
a small handful under each bed. | 

Go over entire floor with bristle brush, using short strokes. 
If the floor is wood, sweep lengthwise of the boards so far 
as possible. Use the short-handled brush under radiaigm 
and in corners. 

Go over the surface once only, and use as few sob as 
possible to cover the ground. Move all pieces of furniture 
slightly, and replace them as you go along. 

Take up sweepings near the four corners of the ward, 
using dust-pan and short-handled brush. Pick hair and 
fluff off brush. 

Go over floor rapidly with dust mop. 

Collect your equipment, empty dust-pan into newspaper, 
wrap, and put into waste can in utility room. — 

Hang brushes and broom so that they do not touch the 
floor, or set them with the brush part up. Brush dust-pan 
off and put away, wash it once a week with hot soap- 
suds. 

Shake dry mop out of doors, noting who and what are 
below or near you. Wash safety-pins with hot soap-suds 
and put aside to be boiled for further use. 

Cleaning Rugs.—Rugs should be hung on a line out of 
doors and beaten; a wicker beater is best, as a wire one cuts 
the threads. Rugs may be shaken, but the process wears 
them out and is disagreeable to the one who does it. Rugs 
should be cleaned daily. 

For cleaning large rugs in private houses, fasta a damp 
cloth over a stiff broom and sweep. Remove the cloth and 
wash it out. 

Vacuum cleaners are ideal for hospital cleaning, since 
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they effectually remove the dust. Patients sometimes ob- 
ject to them, however, because they are noisy. 

Dusting in the hospital sense means removing all dust 
from the room, not simply pushing it from one place to 
another. It must be done with a damp cloth. A disin- 
fecting solution is sometimes employed, but can be used only 


Fig. 1.—Sweeping with damp cloth over broom.—(From Aikens’ ‘‘Home Nurse's 
Handbook of Practical Nursing.’’) 


on iron or glass furniture. Varnished or oil-finished furniture 
should be wiped with a cloth which is merely damp, not wet. 
Needed: 


A cheesecloth duster. 

A large basin or pail of water, slightly soapy 

An old newspaper to place under pail or basin. 

A cake of soap on a soap dish, or a can of soap powder. 


Begin with the wood furniture. Wet one-fourth of the 
duster, wring it out, fold it into the dry part, and squeeze, 
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thus dampening the duster. Use this for wood desks or 
tables, dressers, chairs, door panels, tops of pictures, electric 
light fixtures, etc. 

Wash out duster and go over the rest of the furniture 
systematically, working from above down. 

Use a firm, even stroke. Try to collect the dust. Go over 
all surfaces once, including the corners. 

Do not overlook window sills, window sash, the top of 
the baseboard, the side rails of the beds. 

Wash out the duster frequently, and wring well. Change 
water as it becomes soiled. Bear in mind that you are re- 
moving bacteria. 

Use soap or soap powder on spots. 

When finished, look around to see if you have omitted 
anything. ; 

See that the beds are in line, and set straight, that bed- 
side tables! are in their places and chairs properly placed. 

Wash out dusting basin or pail, wipe dry, and put away. 
Discard the newspaper which was under it. 

Wash duster with soap and hot water. Rinse and hang 
in its proper place to dry. 

Morning dusting includes: 

Inspection of contents of bedside tables and removal of 
unnecessary articles and waste. 

Care of flowers—removal of withered ones and refilling 
vases with fresh cold water. Do not place flowers near 
radiators, nor at windows in cold weather. 

Watering plants: Those with many blooms or broad 
leaves must be set in deep water overnight. 

Collection or reporting of articles which need repair. 

Cleaning Materials—Lukewarm water will do ordinary 
dusting very satisfactorily. : 

Yellow or brown soap will clean almost all articles which 
require scrubbing. It is the best thing for metal furniture, 


1 Patients are often made uncomfortable by the inconvenient placing 
of the bedside table. It is commonly set on a line with the head of the 
bed, which looks well and is convenient for the nurse, but which com- 
pels the patient to reach backward for anything on it. The best place 


for the patient to reach it is at the middle of the bed, about opposite 
his hand. 
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nickel faucets, bath-tubs, sinks, enamelware, and painted 
surfaces if very dirty. Do not permit soap to be used on 
linoleum floors. 

Ammonia should be used only for glass and for the in- 
terior of refrigerators. 

Soda bicarbonate is excellent for silverware and the in- 
terior of refrigerators. 

Soda carbonate (sal soda) should be used only for scrubbing 
unfinished wood and for drain pipes. 

Bon Ami is good for cleaning glass or surgical instruments. 
Sapolio or gritty powders have no place in ward cleaning. 

Metal polishes are needed only for brass or copper. Nickel 
can be cleaned with soap and water. | 

Use a brush on rough surfaces, a cloth on smooth ones. 

Nurses often find cleaning difficult because they are using 
the wrong material or the wrong method.! 

Do not use disinfectants for cleaning. They rarely re- 
move dirt. If employed, use them after cleansing with soap 
and water. : : 

Care of Refrigerators.—This should be done by a nurse, 
not by a servant; the condition in which they are found is 
a good test of thoroughness. They should be cleaned daily. 

Remove everything from the food chamber. Milk, 
butter, etc., left over from the previous day should be re- 
turned to the kitchen. 

Wash the shelves, sides, and bottom of the chamber with 
soap and hot water; then with ammonia or soda if there is 
a metal lining. 

Lift the ice out and clean the ice chamber, using soap if 
necessary. Flush the drainage pipe at the back with soda 
solution. See that it is not clogged. 

Empty drip pan and wash it. 

Butter and milk should be kept in a separate compart- 
ment, as they very quickly absorb odors. Milk should 
always be kept tightly covered. 

Hot food should never be put into a refrigerator; let it 
cool first. 


1 Using soap for glass and Sapolio for bath-tubs or enamelware are 
two very common errors; they make work hard and ineffective. 
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Never leave a refrigerator door open, even for a minute. 
Make sure that the fastening catches properly. 

Do not crack ice in the refrigerator. 

Care of enamel utensils, such as basins, bed-pans, and 
urinals. After use, rinse thoroughly with cold water, as 
this is the best solvent for all bodily discharges. Scrub 
with a long-handled brush kept for the asad Ac to remove 
any visible dirt. 

See that the utensil looks clean. 

Seald thoroughly with hot water. 

See that the utensil smells clean. 

If disinfection is necessary, hot sal soda solution may 
be used (a tablespoonful to a gallon), or some of the cheaper 
pine-tar compounds, in proper strength. Disinfectants are 
expensive and should, therefore, be used only when really 
necessary. Soak utensils for half an hour, rinse, and dry. 

If utensils can be sterilized by boiling or by live steam, 
it is to be preferred. Be sure that they are clean before 
being put into the sterilizer. Scrub the inside of the ster- 
ilizer with soap powder after use. 

Many hospitals have special bed-pan sictilone some of 
which also sterilize the contents. Each nurse should be- 
come thoroughly familiar with the type she is to use, and 
follow instructions exactly. 

Care of plumbing fixtures and pipes: 

Wash nickel faucets with soap and water. Wipe dry. 

Clean brass faucets with metal polish. 

Clean lavatories or wash basins with yellow soap and hot 
water. Toilet soap is ineffective. Sapolio scratches the 
enamel, and makes them increasingly difficult to clean. 

Clean bath-tubs with yellow soap and hot water. If very 
dirty, cleanse with kerosene, and wash out thoroughly with 
soap and hot water. 

Clean sinks with yellow soap and hot water, or strong sal 
soda solution. Let hot soda solution run down the drain 
pipe to dissolve grease. (Soda bicarbonate is ineffective.) 

Report if the water runs out of a tub or basin slowly, so 
that any obstruction may be removed before it becomes 
complete. 
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Cleanse toilets and hoppers by scrubbing with a hopper 
brush until all visible dirt is removed. Being of porcelain, 
they are easily kept clean; if discharges are allowed to dry 
on, they require vigorous scrubbing with cold water. 

Report at once and in writing a toilet or flushing tank 
which does not work properly; if not remedied within a few 
hours, report it again. If a toilet is stopped, mark it with 
a large paper sign, so that it shall not be used. 

Common causes of trouble with plumbing in hospitals 
are: gauze, cotton, matches, applicator sticks, wooden 
tongue-depressors, cakes of soap, and sometimes large pieces 
of paper or children’s toys. If any of these articles falls 
accidentally into hopper or toilet, do not flush, but stop 
at once, get a long forceps and remove it; otherwise much 
annoyance and expense may be occasioned. 

Removal of stains: 


_Blood—soak in cold water, then wash. For old stains, peroxide and 
ammonia, persistently applied, will remove. 

Meat juice—soak in cold water. 

Feces—soak in cold water, rinse, then wash with soap and hot water. 

Perspiration—strong soap and sunlight. 

Fruit stains—stretch the article over an empty bowl and pour boiling 
water directly through the stain till it disappears. If this fails, use 
Javelle water (a preparation of washing soda and chloride of lime). 

Tea and coffee—if fresh, treat with boiling water, like fruit stains. 
For old tea stains, soak in borax before using the boiling water, or use 
washing soda (which rots the fabric). 

Chocolate or cocoa—use glycerine, then cold water and borax, then 
boiling water. Tea and cocoa are very persistent stains. 

Iodine—alcohol, then wash. Or, ether. Ammonia. Rinse well. 

Argyrol—trinse well while fresh, in clear water. 

Silver nitrate—bichloride. Rinse well. 

Medicines—cold water or alcohol. 

Iron rust—lemon juice and salt, expose to sunlight. For firm fabrics, 
a strong solution of oxalic acid; rinse well, as it rots the fabric. 

Mildew—if fresh, strong soap-suds thickened with starch, and exposed 
to strong sunlight. If old, javelle water, rinse very thoroughly, and 

repeat if necessary. 
_ Ink—if fresh, cold or tepid water, skimmed milk and long soaking. Old 
stains, lemon juice and salt, with sunlight, repeated. Ovxalic acid, 
rinse well. Turpentine on colored materials. Chloride of lime on 
white goods, rinse well. 

Paint—turpentine; gasoline or benzine applied out of doors. Old 
paint, soften with grease, then use turpentine. 

Grass stains—alcohol, kerosene, molasses. 

Vaseline—ether, alcohol, kerosene or gasoline, afterward washing- 
soda and hot water. Very difficult. 

For all stains and spots prompt treatment is needed to insure success, 
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Cleaning After the Discharge of a Patient.— Begin cleaning 
promptly, since the bed may be needed at any time. 
Needed: 


Laundry bag or linen container. 
Basin or pail of warm, soapy water. 
Laundry soap, in dish. 

Soap powder or Bon Ami. 

Two cleaning cloths, one dry. 

Fiber hand-brush. 

Old newspapers. 

Whisk broom. 


In some hospitals, a basin containing 8 ounces of 1 per 
cent. cresol, carbolic, or formalin. 

Procedure .—Place equipment on the bedside table, first 
protecting it with newspaper. 

Loosen bedding all around, and remove one piece - @ 
tume. 

Put linen into laundry bag or container, and hang rubber 
sheet on the head of the bed. 

Inspect the blankets and mattress protector. If soiled, 
put into laundry bag; if not, hang out to air, fastening them 
to the line or porch rail. 

Inspect mattress, and brush thoroughly on both sides with 
the whisk broom, paying especial attention to corners and 
tufts. Bear in mind the possibility of vermin or their eggs. 

If required, ‘‘carbolize’”’ mattress and pillows by brushing 
_ them over with the disinfecting solution. 

Send mattress and pillows to be aired and sunned or 
put out on porch. (A hospital mattress can easily be carried 
by two nurses if an orderly is not available.) 

If there is any wood furniture, dust it next, using a damp 
cloth. Remove everything from drawers, putting all articles 
into their places or discarding them. Wipe the inside of 
drawers and put in fresh paper. 

Wash the bedside table all over, removing anything found 
init. Wash any other metal furniture, chairs, etc. (Drawers 
in metal furniture should be scrubbed out and dried. They 
do not need a paper lining.) 

Protect the floor from splashing by spreading newspapers 
under the bed. 
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Brush the bed-springs with a whisk broom and, if in- 
structed, carbolize by brushing over with disinfectant. 
Dry with a cloth. 

Spread the rubber sheet over the spring and wash it with 
clear water to dissolve any discharges, go over it with the 
soapy water and then with disinfectant if this is routine. 
It should look clean. Dry with second cleaning cloth, 
inspect for holes, and hang on back of chair. 

Wash the head and the foot of the bedstead with soap, 
using the brush for corners and molded places. Use Bon 
Ami or soap powder for spots or stains which the soap will 
not take off. 

Wash side pieces of bed and ends of springs. 

Pick up the newspapers, take out all utensils, wash out 
the cleaning cloths, and hang them in their proper place. 
Wash your hands. 

_ Care of Nurse’s Hands.—A nurse’s hands should be 
smooth and soft, so as to be comfortable to her patients. 

Keep the hands away from contact with infected or dirty 
material. When necessary, use a long forceps for handling. 

After doing cleaning, wash hands thoroughly, dry them 
well, and use a hand lotion (most hospitals provide it). 

Use disinfectants on the hands as little as possible (see 
Chapter XV), as they roughen the skin and cause it to catch 
and hold bacteria. ) 

Try to keep hands from becoming scratched, pricked, or 
cut. Apply iodine promptly to every wound, no matter 
how small. 

Report any infection at once. 

Hospital pests are best dealt with by prevention. Scrup- 
ulous cleanliness is the best preventive. 

For flies, see that all screens are kept closed, and that 

no food or soiled dressings are left out. Use a fly swatter 
in preference to sticky fly-paper.!. A saucer of 2 per cent. 
formalin, sweetened, is very effective; also some of the fly 
powders. 

Roaches come where there is food and moisture. Keep 
all food put away, the kitchen free from crumbs, and dry. 

1 Alcohol will cleanse materials soiled by fly-paper. 
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Use powdered borax in cracks, or a guaranteed roach pow- 
der. Persistence and regularity succeed. 

Bedbugs are usually found at the ends of bed springs, in 
the joints of beds, and around the tufts and edges of mat- 
tresses. Thorough brushing—done out of doors—will 
usually remove them from a mattress. Pure carbolic acid, 
gasoline, or kerosene, applied by means of a spray, will 
usually reach them. In bad cases use a plumber’s torch 
and burn them out. 

Rats and mice come where food is left out. They must be 
dealt with by the hospital authorities, and should, therefore, 
be reported as often as seen. 


VENTILATION 


Ventilation includes: Supplying fresh air and getting rid 
of stale air. 

Getting rid of odors. 

Proper temperature. 

Proper humidity. | 

Fresh Air.—If a room nas but one window and one door, 
continuous ventilation may be supplied by one of the fol- 
lowing methods: 

Open the window at the top, drawing the shade down, 
so that fresh air will come from underneath the shade and 
between the two window sashes. Tf there is a draft, the bed 
may have to be moved. 

Open the window at the bottom and place a screen of 
some heavy material between it and the bed. (An improvised 
screen may be made by pinning a blanket to the casing and 
to a chair, Fig. 2.) 

Open the window at the bottom and put a board, cut the 
right length, under it, closing the window down to meet it. 
The air enters between the two window sashes (Fig. 3). 

If the patient objects to continuous ventilation: Cover 
her very warmly, protecting the face by an umbrella if 
desirable, throw open the window and the door widely for 
a short time. Close, and remove covers gradually. Do this 
several times a day. 

Or, open the adjoining room or corridor to the fresh air, 
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leaving the patient’s door closed. After a time close this 
adjoining room, and open the door leading to the patient’ S 
room. 

Wards are more difficult to ventilate than are private 
rooms, as the beds are usually near windows, so that the 
patients are exposed to drafts. One or more of the methods 


Fic. 2.—Improvised screen. 


given above should be used, and continuous ventilation 
secured. See that up-patients are kept out of drafts. 

If a nurse has difficulty with patients about ventilation, 
an appeal to the doctor and a word from him will usually 
adjust the matter. 

Odors are best prevented by cleanliness. 

Cover bed-pans promptly and well. Put soiled dressings 
promptly into a covered waste-pail. 
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Keep patients and their bedding clean. 

Keep sinks, hoppers, and toilets clean. See that waste 
cans and garbage cans are emptied promptly and washed. 

Deodorants may be used in very offensive cases. 

The temperature of a room or ward should be comfortable 
to a bed-patient; 65° to 75° F. is usually correct. 


e 


E 


Fig. 3.—Window ventilation with boards id inserted.—(From Paul’s ‘Fever Nur- 
sing. 

It is wise to have the physician say at what temperature 
a room shall be kept if there is any discussion about the 
matter. 

Baby wards usually need to be warmer, 70° to 75° F., as 
babies may be wet, kick off the covers, and become chilled. 
Treatment rooms and rooms of patients recovering from 
operation should be 70° to 75° F. 
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If a bed patient complains of cold, do not overheat the 
room or shut off ventilation, but give him hot-water bags, 
more clothing or bed covers. 

Humidity or dampness, if excessive, produces discomfort. 
In most hospitals and dwellings which are artificially heated 
the air is too dry. It may be moistened by keeping a pan 
of water on the radiator or stove, refilling as often as needed. 


CHAPTER II 
BED MAKING 


Hospital beds are nearly always of iron, as it is generally 
conceded that this is the best. Wood beds are cumbersome, 
hard to keep clean, and afford lodging for vermin; brass 
beds are expénsive, easily scratched and discolored. 

A bed should be 64 feet long and 3 or 34 feet wide, with 
the top of the spring 26 inches from the floor. The casters 
should be of rubber, as wood or metal ones mar the floor or 
cut into it; some hospitals use the ‘‘sliding shoes.” 

The foot of the bed is preferably low, so as not to inter- 
fere with bed making and the handling of patients; it need 
not come above the mattress. The springs should be of the 
best steel links or double woven wire, with an arrangement 
at one end for tightening. : 

A high bed is always to be preferred. There are drafts 
near the floor not found higher up. Low beds tire the nurse 
and prevent the proper handling of patients; if the top of 
the mattress is 30 inches high, like an ordinary table, the 
proper leverage is obtained and the handling of patients 
easily done and without fatigue. 

Hospital mattresses are usually made of horsehair, which 
is non-absorbent, wears well, and is easily renovated. Mat- 
tresses should fit the beds on which they are used. 

Pillows are about 18 by 28 inches in size, should be of 
good goose feathers and soft, but not flabby. Hair pillows 
are also used. Small pillows, skilfully adjusted, are a great 
comfort to the patient. 

Bed Making.—Beds are made somewhat differently in 
different hospitals, but the underlying principles followed are 
the same. A good bed is (1) comfortable to the patient; 
(2) so made that it will remain comfortable for a consider- 
able period; (8) what is under the patient is tight and 

30 
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smooth; (4) what is over the patient is warm, light, and 
comfortably adjusted; (5) the mattress is protected against 
soiling or moisture; (6) it looks neat; (7) it is made without 
undue expenditure of time or energy. 


Making an Empty Bed.— Needed: 


A mattress cover! or quilted bed pad. 

3 large sheets or 2 large sheets and one draw sheet (the large sheets 
should be of a size to tuck under the mattress on all sides). 

2 pillow cases. 

Spread of light weight. 

One or two single blankets, wool or part wool (do not use a double 
blanket)... 

A rubber sheet at least a yard wide and long enough to tuck under 
the mattress. 


Procedure.—Place the above-named articles on a chair in 
the order they are to be used—pillows, pillow cases, spread, 
blankets, large sheet, draw sheet, rubber sheet, large sheet, 
mattress protector. 

Put the mattress cover on, adjusting it smoothly at 
the corners, and tie or button it. Or spread the mattress 
pad or protector smoothly over the mattress. 

Spread a large sheet on evenly, right side up, wide hem 
at the top, center fold in center of bed. Tuck under across 
the top, at least 6 inches underneath, smoothly; pull down 
smoothly toward foot and tuck under at the foot as far as 
it will go. (If a sheet must be used that is not long enough, 
let the deficiency come at the bottom, not the top.) 

Make square or mitered corners, and tuck smoothly 
under the mattress as far as it will go, along one side of the 
bed. 

Test the rubber sheet by holding it to the light. If holes 
or cracks are seen, no matter how small, it is not safe to use, 
as fluids will run through. Place it evenly on the bed, with 
the top about 12 inches below the top of the bed, or a little 
above where the lower edge of the pillow will come. 

Cover it with the draw sheet, single or double, whichever 
the hospital uses, right side up. If the draw sheet is to be 
double, it should be folded crosswise, and the fold should 


1 This is made similar to a pillow case, but with box sides, of stout 
muslin; it keeps the mattress clean. 
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Fic. 4.— Bed making. Mitering the segments (From Mohs’ ‘Principles of Home Nur- 
sing.” 


pa 


Fia. 5.—Toe plait in sheet. 


come at the top; it should be at least 3 inches wider than 
the rubber sheet. Tuck well under, smoothly. 
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Go to the other side of the bed, pull lower sheet very 
snug, make square or mitered corners and tuck under 
tightly. Smooth rubber sheet and pull draw sheet very tight, 
tucking under as far as possible. 

Spread top sheet on evenly, right side down, wide hem at 
top, center crease in center of bed, the top hem at the top 
of the mattress. Tuck under at bottom, smoothly; make 
mitered or square corners, and tuck under at sides about 
half-way to top of bed. 


Fig. 6.—Bed making. Square corner.—(From Reid, Hoffman, Jennings, and Reed, 
é “Nursing Procedures.’’) 


Or, before tucking in at corners, lay a “toe plait,’’ 2 inches 
wide, in this top sheet, straight across the bed, about 10 
inches from the foot; then tuck in. This toe plait gives room 
for the patient’s feet, without disarranging the bed.! 

Spread first blanket evenly and smoothly over top sheet, 
placing top of blanket 9 inches from top of bed. Spread 
second blanket over first, evenly and smoothly. (If the 
blankets are too short, have the lower one come highest 
on bed and the upper one farthest down so as to hold the 


1A toe plait may also be made by laying a box plait lengthwise of 
the bed, from the foot up. 
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other in place at the foot.) Tuck blankets in together at 
the foot and make a neat corner. (Some hospitals turn the 
side and foot of the second blanket under, or fold it and 
turn under, making a sharper, neater edge to the bed.) 

Place spread on smoothly, its center crease in the center 
of the bed, its top coming just to the top of the bed. Tuck 
far under at the bottom, make mitered corners, and let the 
sides hang. Pull it tight and smooth. 

(Practice making a bed as far as possible from one side 
before you go to the other. Two trips around the bed should 
be sufficient.) 

Put the cases on the pillows, pushing pillow corners well 
into pillow case corners. If the cases are too large, let the 
slack come on the side where there is a seam. Place each 
pillow on the table and press it down flat and smooth before 
placing it on the bed. The exact arrangement of pillows 
varies greatly in different hospitals. The open end of the 
pillow case should be away from the door. 

Stand at a little distance and look at the bed to see if 
there are any adjustments to be made. Note especially if 
a corner of sheet or blanket is hanging down underneath. 

Time yourself on bed making. Six to eight minutes is 
sufficient, depending upon the type of bed. 

Provide wash-cloth and towel, hanging them in their 
proper places. 

In making up a crib for a small child who is likely to crawl 
about, dispense with the draw sheet and use a rubber sheet 
large enough to cover the entire mattress. 7 

A crib is more easily made as an ‘“‘envelope’’ bed, 7. e., 
the sides are tucked in first, the mitered corners coming at 
the ends instead of the sides. 

A crib spread is always tucked in, never left hanging. 

To Strip and Air a Bed.—Set a chair at the side of the bed, 
near an open window if possible. 

Loosen the bedding on all sides. 

Fold the spread and hang it on the head of the bed. 

Remove blankets, one at a time, by grasping them with 
arms spread (Fig. 7), and as you lift them off, fold roughly 
and place over the back of the chair. This folding keeps 
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the corners from dragging on the floor. Take sheets off in 
the same way, giving each a slight shake to remove dust 
and lint. 

_ As a rule, the draw sheet and one pillow case are sent to 
the laundry. The top sheet may be folded crosswise and 
used as a draw sheet. The best rule for changing linen is 
to provide fresh when needed, and not to change unless neces- 
sary. Extravagance in linen is the cause of much incon- 
venience and merited criticism. 


Fia. 7.—Removing covers from bed. 


Hang the rubber sheet on the foot of the bed. Place the 
mattress pad, folded once, on the chair. ) 

Turn the mattress from head to foot, and leave it folded. 

Let the bed air for fifteen or twenty minutes, if possible, 
then remake. : 

For a convalescent patient, do not tuck the bed in but 
half-way up; make two accordion plaits of the top bedding, 
folding it back to about one-third down, so that it shall 
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be easy to get into. Or fold back smoothly at one side in 
a triangular fashion, leaving a wedge-shaped opening. 

If a convalescent patient wishes to lie down on the out- 
side of the bed, spread over it a gray or dark blanket. As 
soon as he is up, remove this blanket and smooth the bed. 


Fig. 8.—Open bed.—(From Reid, Hoffman, Jennings, and Reed, ‘‘Nursing Procedures.’’) 


Ether or Surgical Bed.—There are several ways of pre- 
paring a bed for a fresh operative case, but the chief points 
are always the same: 

(1) The bed must be warm. 

(2) The patient must be put between blankets. 

(3) The bed must be easy to open. 

(4) It must be ready for use at an instant’s notice. 

Needed: 

Two blankets, warm but not new. 
Small rubber sheet. 

Two towels. 

Three hot-water bags. 

Two emesis basins. 

A supply of mouth wipes. 

A small paper bag. 

8 safety-pins. 


Pencil and paper. 
Two small strips of adhesive. 
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Procedure—Make the bed as usual, except that two 
blankets are added, one to go over the patient, one under- 
neath. 

Lay aside the pillows, in their place spread a small rubber 
sheet covered by a towel. Pin securely and smoothly with 
a safety-pin at each corner. 

Fasten one pillow upright against the head of the bed, 
with four safety-pins. 


Fic. 9.—Ether bed. 


Open the bed by the method which your hospital prefers: 

(1) The top bedding, including one of the extra blankets, 
is plaited back to the foot of the bed and adjusted smoothly 
(Fig. 9). 

(2) The top bedding is folded down about a foot from the 
top, folded up about a foot from the bottom, and plaited 
or rolled over to one side of the bed (Fig. 10). 

(3) Leave the bed closed, but loosen bedding at the sides, 
so that it may be thrown open quickly. 
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Place three hot-water bags or cans in the bed, one where 
the patient’s shoulders will come, one at the hips, and one 
at the feet. The lower blanket is sometimes folded around 
the hot-water bags to warm it. 

On the bedside table place two emesis basins, the mouth 
wipes, the second towel, the paper and pencil (for recording 
pulse). . 

Open the paper bag and fasten it to the edge of the bed- 
side table with the adhesive strips. Move the table toward 


Fic. 10.—Ether bed.—(From Sanders’ ‘‘Modern Methods in Nursing.’’) 


the head of the bed, away from it, so as not to interfere with 
putting the patient into bed. 

Have two screens near by ready to be put around the 
bed. 

When the patient is brought from the operating room, 
quickly remove the hot-water bags. Do not replace them 
except on the order of a doctor. 

Emergency Bed.—A bed which is to be used for emer- 
gency or accident cases is made with a long rubber sheet 
which covers the entire mattress. | 

Cover the pillow with a rubber pillow case and put a 
white one over it. 
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Open the bed, as for an ether patient, and spread a gray 
or dark blanket over bed and pillow. The patient may be 
laid, clothing, shoes and all, on this. After he is undressed 
and examined, remove the dark blanket, and replace it with 
a bath blanket for giving the te icwioa bath. 

Protection of Mattresses and Pillows.—Mattresses and 
pillows are expensive; they are easily ruined unless properly 
protected. 

All beds should be made up with a rubber sheet across the 
center. Only a supervisor may order this removed. If 
uncomfortable to the patient, it may be placed next the 
mattress instead of beneath the draw sheet. 

Emergency beds, those used by small children, or by 
patients having leg wounds, must have a rubber sheet over 
the entire mattress. 

Pillows for ether patients, those Digoed under the knees, 
or in the vicinity of any wound or drainage, must be pro- 
tected by a rubber slip placed under the white one. — 

Always test a rubber sheet before using by holding it to 
the light, to discover small holes or cracks. If any are 
found, do not use it.! 

Care of Rubber Sheets.—All rubber goods deteriorate when 
put away. A ward should, therefore, have only such articles 
on hand as are needed. 7 

Rubber sheets should never be folded. When not in use, they 
should be kept rolled or hung over a round rod. 

Changing an occupied bed.’ 

Needed: 


Laundry bag or container. 
Whisk broom. 
Large sheet. 
Draw sheet. 
Pillow case. 
Bath alcohol for back, or back lotion. 
Taleum powder. 
Sometimes a spread and a second large sheet. 


! Cracked or damaged rubber sheets are cut into smaller pieces for 
use in doing surgical dressings, on ether beds, ete, 

2 It is recommended that each nurse “play patient” for this and 
the lessons in handling, so as to learn the procedures from the patient’s 
viewpoint. 
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Procedure.—Loosen upper bedding. 

Remove spread, fold twice, and hang on back of chair. 

To change top sheet. Inspect and decide whether or not 
it needs to be changed. 

Remove all blankets but one, and place them on the chair. 

Spread a clean top sheet over the blanket which covers 
the patient. Place a blanket over this. Fold the top of the 
sheet neatly over the top of the blanket, 9 inches. Do not 


Fic. 11.—Changing top sheet.—(From Reid, Hoffman, Jennings, and Reed, ‘‘Nursing 
Procedures.’’) 


drag sheet or blanket over the patient’s face in doing these 
things. 

Have the patient take hold of the fresh sheet and blanket; 
standing at the foot of the bed, draw off the soiled sheet 
and under blanket with a quick, sweeping movement, gath- 
ering them on your arm. If the patient is unable to help 
you, stand at the side of the bed and remove them, without 
exposing the patient. 

Separate soiled sheet and blanket, place the blanket on 
the chair; fold the sheet crosswise for a draw sheet, or put 
it in the laundry bag. 
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(There are other equally good methods of changing the 
top sheet.) 

To change draw sheet. Fold the top sheet and blanket 
back over the patient lengthwise, leaving the bed exposed, 
but not the patient. 

Loosen the draw sheet, gather it into folds, and push it 
against the patient. Brush off the rubber sheet and under 
sheet. 

Spread a fresh draw sheet (or the folded top sheet) over 
the patient, to plan its proper place; be sure that it is even. 


Fig. 12.—Changing draw sheet and under sheet.—(From Sanders’ ‘‘Modern Methods 
in Nursing.’’) 


Tuck it under at the side where you are standing, smoothly. 
Gather it in folds and place it alongside the gathered-up, 
soiled draw sheet. 

Go to the other side of the bed and turn the patient 
toward you. Rub her back with alcohol or back lotion, 
and powder with talcum. 

Push soiled and clean draw sheets well against her back, 
keeping the clean one smooth. Turn her over on to the clean 
draw sheet; fold the top bedding up over her on this side. 
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Remove the soiled draw sheet. Brush off the rubber 
and under sheet. Pull fresh draw sheet over and turn the 
patient on to her back again. 

Pull the fresh draw sheet until you can see it pull on the 
opposite side of the patient (this is a necessary precaution 
with a heavy patient); tuck it in smoothly and tightly. 

Readjust top bedding and tuck in, making a “toe plait’’ 
to prevent pressure on feet. Add other blankets if needed 
and replace the spread. Fold the spread under the top of 


Fic. 18.—Changing pillows. 


the blankets and the top of the upper sheet over blankets 
and spread. : 

To change lower sheet, use the same method as in changing 
the draw sheet; it is a little more trouble to do dextrously. 

With practice, the lower and draw sheets may be changed 
at the same time, so as to obviate the necessity of turning 
the patient more than once. 

Bedding may be changed from top to bottom instead of 
from side to side. If the patient is not allowed to turn, this 
may be the easier method. 
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To change a pillow, place the fresh one where it can be 
easily gotten at; slip your hand down under the patient’s 
back, between the shoulder-blades, so that the back of the 
neck and the head rest upon your arm; lift the patient 
gently, slip the pillow out with your other hand, lay it 
aside, and slip the fresh one in. 

Care should be taken not to let the head of an uncon- 
scious patient fall forward so as to obstruct his breathing. 


Fic. 14.—Changing a mattress with patient in bed.—(From Sanders’ ‘‘Modern Methods 
; in Nursing.’’) 


Usually the-pillow should be placed just under the edge 
of the patient’s shoulders. If two pillows are used, the 
second one should be only under the head. 

Patients have many peculiarities in regard to the arrange- 
ment of pillows, but if a patient looks comfortable, as a rule, 
he is. 

Final Adjustment.—Put the bedside table and the chair 
in their proper places. 

Put the bell where the patient can reach it. 

Remove laundry bag, alcohol bottle, and whisk broom. 
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Before leaving, stop and look at bed and patient, to see 
if any further adjustment is needed. 

Changing or Turning Mattress With the Patient in Bed.— 
A mattress should be turned or changed at least once a week. 
It is often easiest to lift the patient to a cot or stretcher and 
remake the bed. If not, two nurses are needed or, with a 
very heavy patient, three. 

Loosen all the bedding and fold it up at the sides over the 
patient, so that it may be lifted with her. Include the pillow. 

Move the patient to the edge of the bed. 

Pull the mattress, with the patient on it, to the other 
edge of the bed, resting the free edge on a chair if desired. 

Place three pillows lengthwise on the spring thus exposed, 
and lift the patient, wrapped in her bedding, on to these 
pillows. (For method of lifting, see Chapter VI.) 

Remove and turn mattress, or change it for a fresh one. 

Put patient and her bedding on the fresh mattress, re- 
move pillows from spring, pull mattress into place, and re- 
make the bed. 

SPECIAL BEDS 

A fracture bed may be made by putting boards under the 
mattress, on top of the spring, so as to render the bed firm. 
They are used in fractures of the hip or thigh, if the patient 
is not put into a plaster cast. 

There are several sorts of fracture beds, with more or 
less elaborate mechanism. The nurse should familiarize 
herself with whatever sort the hospital has. 

Fowler position or “Gatch” beds are used to hold the 
patient in the Fowler, or sitting position (Fig. 15). The 
chief feature is the support under the thighs. 

An air bed is similar to a large rubber air pillow. 

A water bed is similar to a large hot-water bottle. 

Air and water beds are not much used, as they are ex- 
pensive and difficult to care for. 

Outdoor Bed.—For patients who sleep out-of-doors during 
cold weather, the bed is made with blankets only, no sheets 
or spread being used. Use gray or dark blankets, and 
avoid those which are heavy, but not warm. A rubber 
sheet over the mattress will prevent the cold from penetrat- 
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ing. One blanket should be reserved to wrap the patient 
in. 

The patient should wear underwear, a flannelette night- 
gown, a bath robe, a hood, and bed socks. Provide one or 
more hot-water bags, filled rather full, and covered. Pin 
a towel over the top of the blankets, where the patient’s 
chin comes. | 


Fig. 15.—Patient in Fowler-position bed.—(From Reid, Hoffman, Jennings, and 
Reed, ‘‘Nursing Procedures.’’) 


The number of blankets needed will depend upon their 
quality and upon the weather. : 

A baby or small child who is put to sleep out-of-doors in 
cold weather should have its clothing protected with a 
small rubber sheet outside the diaper pinned through all 
of its garments. Wrap the baby in a warm blanket or put 
into a sleeping bag; pin snugly about the neck, but do not 
make it tight across the chest. 


CHAPTER III 


ROUTINE WORK 


TueE daily routine differs in different hospitals, and varies 
with the number of nurses and the class of patients. 

Morning work usually means dusting and cleaning, 
making and changing beds, giving baths, enemata and 
douches, and doing surgical dressings. 

Evening work means smoothing and freshening beds inside 
and out, brushing out crumbs, bathing faces and hands, 
rubbing backs, straightening furniture, putting away linen, 
and seeing about supplies. 

Systematic Work.—From the day of her entrance into 
the hospital, the nurse should strive for system in her work. 
She will find a general routine established, but many details 
will be left to her; a good deal of her success will depend 
upon her ability to get through with work rapidly and com- 
fortably to her patients and herself. 

An unsystematic nurse works harder than is necessary, 
and is an annoyance to patients and other nurses. ‘‘Scien- 
tific management’? means simply the finding of methods 
by which the greatest amount of good work can be done 
with the least expenditure of time and energy. Its principles 
are all applicable to nursing.! 

Suggestions for Systematizing.—Cultivate the ability 
to take in at a glance everything in a room. 

Be thorough. Get to the bottom of things, so that they 
will not have to be done over. 


1 For example, if a nurse knows that she has several beds to make 
and baths to give, she should get all the linen, etc., at one time. If 
she is going to the utility room with one basin, she should look about 
for another. If one patient asks for a drink, her glance of inquiry will 
often bring another request which saves time later. If she must 
wait a moment or two for a patient, she may occupy the time in putting 
the room in order. Such small matters make the difference between 
being always on time and always behind time, save much annoyance 
to others, and give the nurse herself the satisfaction which comes from 
work performed rapidly, easily, and on time. 
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When you come into a room or ward, see if anything is 
_ different from what it was when you were there last. 

When you approach a patient’s bed, look at his face and 
note any change in expression since you last saw him. 
Note his position in bed and whether or not he appears 
comfortable. 

Before you leave a room or ward, look to see that every- 
thing is in place, especially the patient’s bell or signal, 
the bedside table, and the window shades. 

When you leave a room or ward do not go empty handed, 
unless you have made sure that there is nothing you could 
take with you. 

Never allow yourself to put anything, even for a moment, 
in a place where it does not belong. 

Commit to memory the list of articles needed for any pro- 
cedure, and be sure that you have every item of the list 
before you begin the work. 

Time yourself in the doing of things which do not involve 
the patient, such as tidying a room, making an empty bed, 
getting ready for a surgical dressing, etc. 

Count the movements which you make in doing some 
particular piece of work, and endeavor to reduce the number 
of them. : 

Putting the Ward in Order.—Before you begin, cover all 
the patients well, open the windows, and let the outside air 
sweep through for a few minutes. Then close the windows 
for the giving of baths, etc. 

Remove all articles not in use and put them away in their 
proper places. Save old newspapers. 

After the ward has been swept, see that all beds are in 
line, bedside tables straight, and chairs properly placed. 

Window shades should be pulled to exactly the same height, 
unless there are one or two which need to be lower to pro- 
tect a patient’s eyes. 

Screens should either be around the beds where they are 
in use, or folded and set in place against the wall. 

Dusting should include beds, tables, chairs, screens, win- 
dow sills, radiators, tops of pictures, lighting fixtures. 

“High” dusting should be done—usually by the maid or 
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orderly—once a week; a dry mop, not a brush, should be 
used. 

In putting the utility or sink room in order, see that all 
utensils are clean and ready for use, and that waste cans 
have been emptied. 

Morning Work.—If day nurses come on duty before the 
patients’ breakfasts are served, baths or douches may be 
given at this time; do not make the mistake of giving an 
enema before breakfast; it invariably destroys the appe- 
tite, if no worse, and the lingering odor is nauseating. 

If a patient’s bed is to be changed, a bath, douche, and 
enema given and a surgical dressing done, try to plan so 
that the bath and bed changing will come last; otherwise, 
a certain amount of the work must be done twice. 

If two or more enemata are ordered, prepare and give 
one; while that patient is using the pan, start a second; 
sometimes even a third may be given before the first patient 
needs attention. Douches may follow one another in quick 
succession by using the same apparatus if the cases are 
clean ones. Baths can be given more quickly if they follow 
each other closely. 

Bear in mind that the sickest patients are entitled to first 
consideration. A convalescent who is insistent should not 
take precedence of a very ill patient who is uncomplain- 
ing. 

Morning Toilet.—A patient who is not given a bath has a 
routine morning toilet. The nurse should have a fozilet 
basket, containing a comb and brush (washed daily), soap 
and dish, whisk broom, hand brush, orange-wood sticks, 
short cotton applicators (in a box), alcohol, taleum powder, 
a kidney-shaped basin, a small paper bag, large and small 
safety-pins. 

The patient’s face and hands should be washed, using 
water at blood heat, 98° F.; it may be tested with the back 
of your hand. Spread a face towel under the patient’s 
chin; hold wash cloth so that it does not drip and the ends 
do not drag or wet the pillow. Do not use soap on the 
face unless requested; wash gently, but thoroughly, in the 
corners of the eyes, around nose and mouth, and dry. Use 
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soap on and behind the ears, and on the neck; rinse off 
and dry. Include the back of the neck. 

Put the patient’s hands into the basin of water, as they 
cannot be made clean otherwise. Spread the towel on the 
bed and set the basin on it. Use the hand brush if neces- 
sary. When the hand has been washed, remove the basin, 
let the hand fall on the towel to be dried. 


Fic. 16.—Bathing hand of bed patient. 


Wash out face cloth with soap and rinse well. Fold pa- 
tient’s towel, and hang wash cloth and towel in their proper 
places. 

Care of Mouth.—A patient’s mouth should be cleansed 
thoroughly at least twice a day. Patients who have fever 
need it done every few hours, day and night. 

Those who have their own tooth paste or powder and can 
manipulate their tooth brush, can cleanse their mouths 
better than anyone can do it for them. Spread a towel 
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under the patient’s chin and partly over the pillow. Pre- 
pare a mouth-wash of one part to three of warm water, 
or whatever proportion is correct. (Use a mouth-wash 
which is agreeable to the patient, if possible.) Wet the 
tooth brush, apply paste or powder, and let the patient use 
it, while you hold the kidney basin, close and in good posi- 
tion. Have her rinse her mouth thoroughly. 


Fra. 17.—Patient brushing her teeth. 


If the patient cannot brush her own teeth, the nurse 
must do it for her; stand slightly toward the head of the 
bed; remember to brush up and down. Or cleanse the 
mouth with swabs of absorbent cotton twisted tightly over 
a wooden toothpick, dipping them into the mouth-wash and 
cleaning throughly around the teeth; or better, use a small 
piece of gauze, four thicknesses, over your finger, and scrub 
teeth. Discard each swab or piece of gauze when once 
used; they may be dropped into a paper bag. 
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If the patient has any artificial teeth, have her remove 
them and drop them into clear water; scrub them with her 
tooth brush, rinse well, and give them to her to replace. 
If not worn, they should be kept in cold water or 2 per cent. 
boric solution. 

Dry patient’s lips with her towel; if the lips are cracked 
or dry, use a little plain cold cream or white vaseline. 

Empty the basin into the hopper, making sure that no 
swabs are dropped into it. Wash, scald, and dry the basin. 

To comb hair of a woman patient, spread a towel (one 
kept for the purpose) over the pillow, underneath the head. 


Fig. 18.—Combing hair. 


If the hair is long, it is usually worn in two braids while in 
bed. Have the patient turn her head to one side, unbraid 
one braid, brush and then comb it, beginning at the ends 
and working gradually toward the head. Hold each strand 
firmly in the hand or wind it around your finger while it is 
being combed, to avoid pulling. Braid snugly, putting the 
strand which comes next the ear underneath the others in 
the braid. 

Readjust towel, have the patient turn her head, and do 
the other side in the same manner. Fasten ends of braids 
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with rubber bands, ribbon, or bandage. Put combings into 
the paper bag. 

Short hair or men’s hair should be brushed to remove lint, 
combed, and parted smoothly. Place your hand firmly under 
the back of the patient’s neck for support while you are 
doing the back of the head. 

Giving the Bed-pan.—If more than one sort of bed-pan 
is used, try to remember which sort your patient prefers. 


Fic. 19.—Combing back of man’s hair. 


Sereen a ward patient before giving the pan. 
Warm the bed-pan by rinsing it out with hot water. If 
you are careful, it will not be necessary to dry the outside. 
Cover it with the cover provided while you carry it to the 


patient. Take toilet paper with you. 
Have the patient flex her knees; one knee, if the other is 
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disabled. Slip one hand under her hips and raise them. 
Slip pan into position, readjusting for comfort. 

After use, cleanse patient with toilet paper. Pass your 
hand under her hips and slip the pan out. Do not fail to 
put your hand under the patient’s hips for both placing 
and removing a bed-pan; neglect of this may cause an abra- 
sion which leads to a bed-sore. 

Finish cleansing if necessary. Cover pan as soon as it is 
removed. Readjust any perineal dressings and straighten 
bedding. 

_ Inspect the contents of the pan before emptying, and 
save it if there is anything which appears unusual. 

Cleanse bed-pan thoroughly with cold water, scald with 
hot water, and place in the rack so that it will drain. 

Giving Urinal—Warm the urinal by rinsing with hot 
water. Cover it while taking it to the bedside. 

Lift the bed covers at the side and slip the urinal under- 
neath. The patient will adjust it himself; if too ill to do so, 
he.is usually cared for by an orderly. 

Cover the urinal as you carry it out. Measure the urine 
or note the amount. Note the character and report any- 
thing which seems abnormal. 

Rinse the urinal with cold water, then with hot. 

A matter-of-course manner in giving bed-pans and urinals 
makes it easier for both patient and nurse. 

Preparation for the Night.—The ward should be “‘tidied 
up,” tables and chairs put into their places, window shades 
drawn, windows. adjusted for proper ventilation, rattling 
windows wedged with folded paper. Linen should have 
been put neatly away. 

Extra blankets should be on hand for the night. There 
should be a supply of ice, milk, medicines, and anything 
required for liquid diets. 

Utility rooms and serving kitchen should be left in order. 

To prepare a patient for the night, take with you the toilet 
basket, clean draw sheets, a pitcher of cold water, a basin 
of warm water. 

Have the patient use the bed-pan. 

Have him brush his teeth or cleanse his mouth. 
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Wash his face and hands. Rearrange or brush hair. 

Wash his back and axillee with soapy water. Dry. Powder 
the axilla. Rub back with alcohol, using a circular move- 
ment, and finish with long strokes. Do not use too much 
alcohol at once. Pay especial attention to the lower part, 
over the sacrum. Report any redness or break in the skin. 
Rub the back with powder. 

Inspect any surgical dressings or bandages and see if 
they need changing or reinforcing. 

Brush bed out with whisk broom, using your hand for the 
part under the patient’s back. 

Change draw sheet if necessary, or pull tight and smooth. 
Be sure that the rubber sheet is smooth. Remove and freshen 
pillows and replace. Straighten and smooth all bedding. 
Pull nightgown down smoothly; change if necessary. 

Refill a hot-water bag or ice-bag which is in use. 

Remove everything not needed from the top of the bed- 
side table. Leave a glass of fresh water and a drinking tube. 
See that the bell or signal is at hand. 

Remove plants or flowers. : 

Attend to any special needs. Chart any special observa- 
tions. 

Admission of Patients.—Never allow yourself to forget 
that to the average patient admission to a hospital is a good 
deal of an ordeal. She is apt to be nervous, uncertain, ap- 
prehensive, or even suspicious. 

Try to get the patient’s viewpoint, ond remember that 
kindness and consideration pay in every way. First im- 
pressions count for much toward a patient’s future con- 
tentment and a nurse’s acceptability. It is always in order 
to speak a few reassuring words, even though a patient is 
seriously ill. 

Be sure you have the patient’s name correct and know 
how to spell and pronounce it, also whether she is Mrs. or » 
Miss. : 

Unless she is very ill, introduce yourself, and tell her 
whether you belong in that ward or are supplying. Chat a 
minute. You may ask how long she has been ill, but no 
other personal questions. Do not permit her to ask about 
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other patients. Tell her at the start you are not allowed 
to talk about them. _ 

Tell her when she is likely to see a doctor and explain 
about day and night nurses. Show her how to call a nurse. 

Never leave a new patient sitting alone without some 
explanation. T'reat her as a guest. If relatives have come 
with her, see that they have any desired information or 
explanation before you dismiss them. Establishing cordial 
relations with relatives prevents future trouble and mis- 
understandings. 

. Notify the house doctor of the admission, using whatever 
form is established by the hospital. 

If the patient is to go at once to bed, help her to undress. 
Postpone actual work with her for a short time, if possible. 
Nothing shows worse breeding or less common sense than 
for a nurse to start a bath or a treatment when the patient 
has been in the house but a few minutes. Temperature, 
pulse, and respiration may be taken early, but not too soon; 
temperature is likely to be lower and pulse higher at first 
than half an hour later. 

Find out if she has money or valuables, and have the 
relatives take them, or put them into a proper envelope to 
be sent to the safe in the hospital office. Do not allow her 
_ to retain any rings except a wedding ring. If the patient 
is too ill to be troubled, have a responsible person present 
while you go through her belongings. Put the patient’s 
name, the date, and the list of contents on the envelope con- 
taining valuables, sign your name, and have the patient 
or a witness sign hers. Remember that you are personally 
responsible for these articles until you have delivered them 
to the office and returned a receipt therefor to the patient. 

Inst the patient’s clothing. Urge her to send home any- 
thing not likely to be needed. Take everything out of the 
pockets and list all articles, giving number and color of 
each. Do not throw away even a scrap of paper. Verify 
the items. The list must be dated and signed by patient 
and nurse. If the patient cannot write, read the list to her 
and have her make her mark, in lieu of a signature. Great 
care must be taken with clothes lists, as much trouble comes 
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from discrepancies, out of all proportion to the value of the 
articles. ; 

Put clothing away according to the system used by the 
hospital. Hats, coats, dresses, shoes, bags, umbrellas, etc., 
should have a tag bearing the patient’s name, number or 
name of the ward, and the date. (Tag both shoes.) Use the 
given name or initials, not merely ““Mrs. Smith.”” Under- 
clothes and small articles are usually made into a bundle, 
while coats, suits, and dresses are hung up. Even old and 
worn articles should receive care, since they may be the 
best that the patient has. If outer clothing must be folded, 
do it with great care, so that it may be returned to the 
patient in good condition. 

Soiled clothing must be marked with a cloth or tape tag 
made out with indelible ink, and sent to the laundry. Ex- 
amine woolen clothing for vermin, especially along the seams 
or in gathers; if any are found, wrap the garment and send 
it at once to be fumigated. If a patient has any contagious 
disease, the clothing is usually fumigated. 

Admission Bath.—Every patient must have a bath upon 
admission, unless it is forbidden by a doctor. Exception 
is usually made in the case of private patients who state 
that they have had a bath that day. 

If the patient comes for operation and is apparently in 
good health, she may be allowed to take her own bath in a 
tub, with such assistance as she may desire. Give her a 
nightgown, bath robe, stockings and slippers, and provide 
face and bath towel, wash cloth, soap, and a bath mat. Let 
her see you wash out the tub. Do not permit her to lock 
the bathroom door, and do not go far away while she is 
there. There is always a possibility of a serious accident. 
Try to make occasion to note whether or not she is clean. 

A sick patient is given a bed bath. (See Chapter V.) This 
furnishes opportunity to learn a great deal about the patient’s 
condition. While giving it, observe the color and state of 
the skin, any rash, scratches or bruises, any bed-sores, burns, 
scars, or deformities. Anything which seems noteworthy 
should be reported and recorded in writing, and shown to 
the charge nurse; it is not uncommon for patients or their 
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relatives to claim falsely that burns, bruises, etc., occurred 
in the hospital. 

Hair.— Badly tangled or matted hair should be at once 
taken care of, as it will become worse if left. Rub a little 
vaseline in, or wet it with alcohol, and disentangle it with 
brush and comb, bit by bit, beginning at the ends, braiding 
each portion as you complete it. It may take a day or two 
to complete it; do not tire the patient out. Occasionally 
it may be necessary to cut hair which is in bad condition, 
but this should never be done without the consent of the 
patient’s relatives (her own is not enough); or if they are 
not available, get a written order from a doctor. Unless 
the hair looks very clean, give a shampoo (Chapter V). 

The head should be examined for pediculi (lice), and if 
found, they should at once be given treatment. (See Chapter 
V.) If the patient objects, explain that it is a routine pro- 
cedure. 

Discharge of Patients.— Young nurses should be impressed 
with the importance of following directions strictly when 
discharging patients, as very serious trouble, either to the 
patient or the hospital, may result from a slight over- 
sight. 

Patients may not leave the hospital except on written per- 
mission from a doctor. If a patient insists upon leaving 
in opposition to advice, he must sign a slip absolving doctor 
and hospital from responsibility for what may occur; if the 
patient is a child, the parent or guardian must sign. 

When a patient’s discharge has been ‘‘written up,’ his 
clothing must be obtained from the locker or clothes room 
and his valuables from the hospital office. Have him look 
them over, check them up, and sign for them. If there is not 
sufficient or suitable clothing, report to the charge nurse, 
who will see that some is gotten. The patient may dress 
himself, if able, either in the ward, behind a screen, or in 
the bathroom. 

If a patient is to go home in an ambulance, he need not 
be fully dressed, but should have on underwear, stockings, 
slippers, a bath robe, and some protection for the head. 

Surgical cases must not take hospital binders or special 
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bandages with them. These are replaced by pieces of stout 
muslin which the charge nurse will supply. 

A weak patient should be taken to the office in a wheel 
chair. 

No patient should be permitted to leave the hospital alone. 
Any exception to this rule can be made only by the super- 
intendent of the hospital. With children, make sure that 
the proper person has come for the child, since it is not 
uncommon to find complications between parents, guardians, 
etc. 

Social Service.—There may be personal complications 
about the discharge of a patient which need to be reported 
to and taken care of by the social service department before 
the patient leaves. He may not have a place to go for con- 
valescence, or anyone to give him proper food and care. 
He may not have a home, not even a room; this is not at 
all uncommon with men patients. If a woman is the mother 
of a family, she may be going back to conditions which will 
preclude a real recovery. A man may need a job, or be 
unable to work for some time to come. A mother may 
need instruction in regard to the care of her baby, the 
diet of an older child, or some special treatment to be given. 
An unmarried mother may not know what to do with her 
baby. Any patient may need to return to the out-patient 
department. It 7s the business of the hospital to see that 
these matters are arranged before the patient leaves. Every 
nurse should feel it her duty to co-operate. 

Treat departing patients and their relatives as guests. 
Do not let them feel that you are glad to be relieved of their 
care, but that you are rejoicing in their recovery. Try to 
aye their last impression a pleasant one. 

Do not record a patient's discharge until he has actually 
left the hospital. 


CHAPTER IV 


SERVING MEALS. FEEDING 


AmongG the first services which a young nurse is allowed 
to render a patient is that of carrying a meal to him. This 
may seem a simple matter, but involves many things which 
make it nothing less than a fine art. In nearly all hospitals 
the serving of food occasions far more criticism than any 
other one thing, and any institution which succeeds in 
doing it well is sure to be considered high class. Success 
in it depends so largely upon the individual nurse that she 
may, by her care or carelessness, help to make or unmake 
the reputation of her hospital. 

Kinds of Diet.—Hospitals usually classify food as: _ 

Liquid diet. : 

Soft diet. 

Light. diet. 

Full, or ‘“‘house”’ diet. 

Special diet. — 

Liquid diet is what the term implies, but may also in- 
clude ice-cream, junket, or, by permission, thin wafers to be 
eaten with broth. In giving liquid diet, be sure that what 
you give is not merely fluid, but food, 7. e., contains a definite 
amount of nourishment. 

Soft diet refers to cereals, soft toast, soft-cooked eggs, 
custards, some of the simpler desserts, etc. All liquids are 
allowed with soft diet, and crackers. Oranges, baked apples, 
or apple sauce may be included by special order. 

Laight diet may mean the same as soft diet, or it may mean 
full diet minus meat. When “‘light”’ diet is ordered, find out 
exactly what is meant. 

Full diet ordinarily means meat once a day, and any 
articles of food which may with propriety be served to a 
person whose digestion is sluggish and who is not taking 
exercise. 
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Special diets may be: milk diet, fat-free or salt-free diet, 
nephritic, diabetic, low protein, low carbohydrate, or diets 
named for the inventor, as the ‘Sippy’ diet, etc. They are 
usually prepared in the diet kitchen and sent to the ward 
ready to serve. 

In any case, serve exactly what is ordered, and do not 
take liberties. Be sure that you know what diet a patient 


Fic. 20.—Giving bed patient a drink. 


may have before you give anything. As simple a thing as 
giving a glass of milk or a slice of bread may do harm. 

Serving Liquid Diet—A patient who is allowed only 
liquids usually gets nourishment every two hours during 
the day and every three or four hours during -the night. 
This makes a glass of milk or a cup of broth as important 
as a full meal; it should be as carefully served. 

Always, even on night duty, carry nourishment on a 
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small tray. If there is a tumbler, put a small plate under it. 
Take a spoon or drinking tube. With hot liquids served 
in a cup, take salt or sugar as needed. Add a wafer if it is 
permitted. 

Liquid diet patients often require to be fed. If you use 
a bent glass drinking tube, the patient need not lift his 
head. Put the short end of the tube into the liquid. (Drink- 
ing tubes should be washed immediately after use, or they 
are very difficult to get clean.) A feeding cup is a con- 
venience, if the patient fancies it. He may drink directly 
from a glass or cup if it is but half-full, the nurse meanwhile 
supporting his head with her hand. 3 

Preparing trays successfully means great attention to 
detail. Never forget that hot food is to be served hot and 
cold food cold. Not only are they to leave the serving kitchen 
in proper condition, but they are to reach the patient in the 
same state, and be arranged so that they will remain pal- 
atable until eaten. A hot dish carried uncovered for a long 
distance or set by an open window until a pillow or back- 
rest is adjusted will hardly be relished. 

All dishes which are to be used for hot food must be 
warmed. Plates, plate covers, vegetable dishes, soup bowls, 
etc., should be put into the warming closet or into hot water 
at least ten minutes before they are to be used. Tea and 
coffee pots should be scalded before use, and left with hot 
water in them until needed. 

Tumblers, bread-and-butter plates, butter chips, cream 
pitchers, salad or fruit plates should be put into a cool place 
before being used. In summer butter should have ice served 
with it. Water should be cold, but ice-water should not be 
given unless the physicians approve. 

Setting Trays.—-Trays should be “set up’? with knife, 
fork, spoons, cup and saucer, sugar, salt, and pepper. When 
ready to put the food on, place the cold food first. For 
example, with a dinner tray, bread, cream, water, butter 
and dessert come first, then the tea or coffee, the vegetable, 
meat and potato on covered plates, and the soup in a bowl. 
The tray is then quickly served. 

Arrangement of Tray.—A dinner tray may be arranged 


62 THE TECHNIC OF NURSING 


thus: the plate with fork at the left and knife and spoons 
at the right is in front, at the center. Behind it is salt, 
pepper, and water. To the right, cup and saucer, and tes, 
or coffee pot; to the left, the soup bowl and the bread and 
butter plate. The back row is dessert, cream and sugar, and 
vegetable. If the tray is oval or round; some changes will 
have to be made. 

Neatness in Serving.—When food is put upon a plate it 
should be placed in the exact spot where it is to remain; 
if moved the least bit, there is a smear which spoils the ap- 
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Fic. 21.—Diagram showing arrangement of dinner tray. 


pearance. A poached egg should be so placed that it will 
arrive whole, not broken. Soup should be served in a bowl, © 
not a plate, so that it will not slop over. A tumbler of water 
should not be filled too full, for the same reason. Tea, 
coffee, or cocoa should be sent in a pot, not a cup. Toast, 
if not buttered, may be folded into a small napkin to keep 
it hot; if buttered, cover it with a hot dish. Plate covers 
are a necessity; a saucer or bowl can be used, but looks badly 
and is hard to remove. 

If there is an abundance of linen, spread a large table nap- 
kin over the tray and contents as you carry it to the patient. 
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Preparing the Patient for His Meal.—Before you go to 
the serving kitchen for a tray, see that the patient is ready 
for it. His hands should be sponged, and if he can feed 
himself, he should be propped into a position which makes 
it easy. If he sits up in bed, back-rest and pillows must be 
in place. See that there is no draft from the window to cool 
the food, and that the patient has sufficient covering over 
his shoulders. Set the eating table in place, at the left 


Fig. 22.—Bed patient eating. 


side of the bed, so that it may be reached with the right 
hand. 

When you arrive with the tray, set it in its proper position 
on the table, being sure that the front of the tray is next the 
patient. Readjust patient or table if necessary. Place the 
napkin, put the bell where it can be reached, uncover the 
first dish; if there is meat, ask if you shall cut it. Look 
the tray over to be sure there is nothing missing. Mean- 
time the patient has had opportunity to decide whether or not 
the meal is appetizing. If any dish is distasteful, remove it 
and carry it back with you. If any changes are to be made, 
find out and see to them before you serve another patient. 
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Points to Be Observed.—Ask patients if they need a bed- 
_ pan just before a meal is served, so that they or other patients 
may not be disturbed or nauseated by its use during a meal. 

Sereen a patient who is very ill or vomiting. 

Try not to have dressings or treatments going on in a 
ward at mealtime. 

Do not discuss food with a uatenk. It is usually better 
to have it come as a surprise. 

Do not serve any article which comes to the ward im- 
properly prepared. Consult the charge nurse as to what 
may be done about it. Be sure that meat, milk, eggs, and 
butter are in perfect condition. 

Take pains to remember a patient’s likes and dislikes. 
Do not be guilty of taking any food to a patient after you 
have once been told that it is distasteful, nor of putting 
salt, pepper, cream, or sugar on food if you have been told 
not to. 

See that dishes are clean, and not cracked or chipped. 

Do not serve food immediately after some painful pro- 
cedure or emotional disturbance; digestion does not take 
place under these circumstances. Leave such a patient until 
the last, to allow time for him to recover. 

Do not hurry a patient. Insist that solid food be properly 
masticated. 

Serve in quantities too small rather than too large. A 
patient will often eat a small, definite amount, when a 
large quantity would discourage him. 

Patients Without Appetite——When a patient does not 
want food, it is the business of the nurse to see that he takes 
a reasonable amount. If he is simply served with a tray 
and left to himself, he may take only a few mouthfuls. 
If a nurse comes in with a small, attractive tray, sits down 
beside him, cuts up the food, pours tea or coffee, and feeds 
him, meantime chatting about things outside the sick- 
room, he will usually eat a goodly amount of food that 
he would otherwise have left untouched. 

Getting Children to Eat.—With children, a nurse may get 
food taken by making a play of it. Food served in a cup 
or a bowl with a picture at the bottom may prove an in- 
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ducement to eat down to the picture. A house may be 
built of strips of bread or toast, to be torn down and eaten 
a strip at a time. Caves or mounds may be made of cereal 
or potato. Soup may be taken with a straw instead of a 
spoon. A little ingenuity will find many devices. Grown 
persons are not above being tempted by similar methods. 

Noting the Amount Eaten.—For obvious reasons, trays 
should not be carried to a patient by a maid or orderly, 
but by a nurse. If it is done by a servant, a nurse should be 
in the room or ward to receive the tray, see that it is properly 
placed, and that the meal is satisfactory. The nurse should 
also be the one to remove the tray, since this is her oppor- 
tunity to see whether or not the food has been eaten. If 
the tray is returned to the kitchen by a maid, it is possible 
for a patient to go for days with very little food before 
the fact is discovered. 

Record only the amount of nourishment actually taken by 
the patient, not the amount served. | 

Feeding a Patient.—Certain patients are unable to feed 
themselves. Others will not make the effort, but will eat if 
fed. 

Spread a napkin or towel under the patient’s chin. With 
small children, tie on a bib. Have your hands, nails, and 
sleeves perfectly clean. 

Sit beside the bed, with the tray conveniently placed. 
If a nurse stands, the patient feels hurried. 

Do not uncover hot food until ready to serve. 

Cut meat or solid food into small pieces, feed with a fork, 
and give time for mastication. Chat a little to fill in the time. 

Feed semisolid or soft articles with a teaspoon. 

Suggest a drink without being asked. 

Feed liquids from a spoon, with a drinking tube, from a 
feeding cup, or from a glass or cup, as the patient prefers. 
If you use a spoon, let the patient take the liquid from the 
point; tilt it to a proper angle and be very neat about the 
whole procedure. 

If he wishes to drink from a glass or cup, slip your arm 
under the pillow and raise his head; let him hold the glass 
while you steady it. Small children will sometimes drink 
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milk if permitted to hold the glass themselves, when they 
refuse it if assisted. 

Unconscious or delirious patients may take liquid food 
if fed from a spoon. The touch of the spoon on the lips 
may stimulate the swallowing reflex. Feed very cautiously 
to avoid possibility of choking. , 

Feeding Babies.—In feeding a baby from a bottle, do not 
leave it alone in the crib. Either hold the baby or the bottle, 
or both. Wire bottle holders may help, but are likely to 


Fig. 23.—Feeding a patient. 


slip, and need constant readjustment. If one nurse must 
feed several babies at once, prop all their bottles as well as 
possible, then make continuous rounds to readjust them. 
The bottle should be held at such an angle that the contents 
will flow continuously and that air shall not be swallowed. 
The hole in the nipple should be neither too large nor too 
small. Wrap the bottle so that it shall remain warm till 
all the food is taken; a flannel or knitted woolen cover which 
fits the bottle is excellent. 

Do not permit the baby to eat too rapidly—ten minutes 
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should be the minimum time for a feeding. On the other 
hand, do not let it form the habit of playing with its food and 
taking an unwarranted amount of time. See that proper 
habits are formed. 

Sick babies often have to have forced feeding; some will 
take it best in one way, some in another. A baby may take 


Fic. 24.—Feeding baby from a bottle. 


milk from a spoon when it refuses a bottle, or vice versa. 
A medicine-dropper may be the best way, even with babies 
of normal size. Tube feeding need not be resorted to in 
most cases if the nurse is resourceful and persistent. 

Care of Nursing Bottles—Nursing bottles should be 
washed as soon as emptied, as they are very difficult to clean 
if the milk dries on. Rinse with cold water, shaking vig- 
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orously, and scrub with a bottle brush if necessary. Wash 
with soap and water and rinse well. Do not use green soap. 
Bottles should be boiled daily. 

Rinse the rubber nipple immediately after use, turn it 
wrongside out, scrub and boil before using a second time. 
Keep in 2 per cent. boric solution. 

Special diets, because of their restrictions, are likely to 
be rather monotonous, and it is often difficult to get patients 
to take them. If so, explain to the patient quite fully the 
reasons for the diet, and get him interested in the scientific 
principles involved. Lack of co-operation on the part of 
the patient is often due to ignorance of what is being at- 
tempted. Try to have him see that food is not primarily 
a pleasure, but is the equivalent of medication. 

With all special diets it is of vital importance that the 
prescribed food be taken in the proper quantity. It is a nurse’s 
business to see that this is done. Consider it a disgrace to 
record ‘nourishment refused,’’ but all records should state 
the exact truth, no matter how unsatisfactory it is. 

Forcing Fluids.—When fluids must be forced, endeavor to 
get the patient’s co-operation by a frank explanation. Try 
to get 6 ounces per hour taken if possible. Let him see you 
record his ‘‘intake.”’ 

Fill a small pitcher with ice-water, cover it with four thick- 
nesses of gauze, and tie with a bandage. Insert a drinking 
tube through the meshes of the gauze. The pitcher may be 
marked like a graduate, with a strip of adhesive. Refill 
pitcher every four hours. 

Sterilizing Dishes.—Patients who have tonsillitis, throat 
or mouth infections, or general infections, typhoid, etc., 
must have their dishes sterilized. Boiling is the simplest 
and most reliable method. It should be done not once a 
day, but each time that they are used. 

Do not set infected dishes down in the serving kitchen, but 
wipe off with toilet paper and put at once in the sterilizer. 
Be sure that the vessel used is large enough and that the 
dishes are entirely covered with water, otherwise the ster- 
ilization is ineffective. Boil ten minutes, wash them after 
removal from the sterilizer. 


CHAPTER V 


BATHS 


Baths are one of the most important remedial procedures 

of modern times. Whole volumes are being written upon 
the external use of water; each year more stress is laid upon 
the subject and more science being put into it. 
‘ Baths are given (1) to refresh the patient; (2) for clean- 
liness and to free the body from odors; (3) to remove the 
excretions from the’ skin; (4) to stimulate the superficial 
circulation. They may also be used as counterirritants, 
to stimulate the whole circulation, to induce perspiration, 
to reduce temperature, as nerve sedatives or nerve tonics. 

_At first thought a bath seems a simple enough procedure, 
but when we know more of the physiological effect of water 
at different temperatures scientificially applied, we see how 
much skill it takes to administer a bath so as to get the de- 
sired effect. 

Careful physicians are very explicit in their orders for 
baths, and a nurse should be sure she understands exactly 
what is required. For example, a sponge bath to reduce 
temperature may be done in several quite different ways. 
To properly carry out an order for a bath involves knowing 
the physician’s ideas, the characteristics of certain diseases, 
and becoming expert in the proper technic. 

Care About Exposure.—In giving baths, as well as other 
treatments, a nurse needs to be on her guard, especially 
as she grows accustomed to her work, not to incur any 
unnecessary exposure of the patient. It is very easy to be- 
come careless in this matter, since it is often more con- 
venient to work with the patient uncovered, but since al- 
most any sort of a bath can be given without exposure, 
there is no excuse for neglect of the niceties. Remember 
that bathing another person means an actual handling of 
practically every portion of the body, a proceeding of such 
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an intimate nature that it should be conducted with the 
greatest delicacy. Many a patient, new to illness and to 
hospitals, has been shocked by a nurse’s. carelessness and 
thereafter judged all nurses harshly. There are few per- 
sons who do not appreciate the distinction between neces- 
sary and unnecessary exposure. It is worth while to have 
had a personal experience in a good hydrotherapeutic estab- 
lishment to learn the best way of doing certain procedures. 

Special Points.—In wards, always screen the bed before 
beginning a bath. In private rooms, close the door. 

Every sick patient needs a daily bath. In busy wards, 
where this is not possible, ‘‘local’’ baths, 2. e., to face, hands, 
axille, back and genitals, should be given daily, or better, 
twice a day, and a full bath at least twice a week. 

The best time for a bath is before breakfast, an hour or 
two after breakfast, or at bedtime. 

Cleansing baths should be given quickly, so that the water 
does not become cold or the patient tired, yet not so rapidly 
that a sick patient feels hurried. ‘Twenty minutes is suffi- 
cient for the whole procedure, including preparation and 
clearing up, the actual bathing taking about ten minutes. 

Temperature of Baths.—Always use a bath thermometer 
to ascertain the temperature of a bath. Do not guess or 
depend upon the feeling of your own hand. 

A hot bath is 100° F. or over, never more than 110° F. 

A warm bath is 95° to 100° F., usually body temperature, 
98° F. 

A tepid bath is about 85° F. 

A cool bath is about 70° F. 

Really cold baths are rarely used nowadays. 

Sponge bath for cleansing, also called a bed bath. 

Needed.—Foot-tub or large bath basin. (Do not use an 
ordinary wash basin.) 


Two bath blankets. 
Bath towel. 

Face towel. 

Two wash cloths. 
Soap and dish. 
Pitcher. 

Slop jar or pail. 
Bath alcohol. 
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Hot-water bag if needed. 

Scissors and nail file or orange-wood stick. 

Hand brush. 

Clean nightgown. 

If the bed is tobe changed, the necessary linen for it. 


Procedure.—Bath technic varies somewhat in different 
hospitals, but the principles are the same. 

Close the windows. 

Fill basin with water at a temperature of 105° F. (it will 
be much cooler by the time you are ready to use it) and the 
pitcher with water at 110° F. It is a nicety to have a second 
basin of water for rinsing. 

Put fresh nightgown and clean bed linen where it will air 
and warm. Remove spread, fold, and hang on head of the 
bed. 

Turn upper bedding down to the patient’s waist, cover 
her with a bath blanket folded crosswise, with the fold at 
the bottom. Unfold this blanket toward the foot of the bed 
and at the same time draw upper covers to the foot; fold 
them neatly, plaited. Place hot-water bag at the patient’s 
feet if she is chilly. 

Fold bath blanket lengthwise over patient, turn her on 
her side, unfasten, and remove one side of her nightgown 
(unless it is a ‘‘slipover’’). 

Spread the second bath blanket on the bed, gathering 
half of it in lengthwise folds against the patient’s back. 

Turn her to her back, pull lower bath blanket smooth, and 
finish removing nightgown. If the patient is very ill, the 
lower bath blanket can be omitted, and the bed protected 
by a bath towel. 

Wash her face unless it has been done recently. The first 
wash cloth is used for the face only, or for face, arms, and 
chest, the second wash cloth for the rest of the body. 

Under cover, wash the body, one portion at a time, rinse 
and dry each part separately. The usual order is: arms, 
hands, chest, abdomen, upper back, lower back and but- 
tocks, thighs, legs, genitals, and feet. Or the back may be 
done after the thighs. Do not overlook the back of the 
neck. 
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For convenience, the arms may be exposed, also ‘ie thigh, 
if the genitals are protected. 

Protect lower bath blanket with the bath towel while 
bathing the arm, hand, back, and leg. Grasp the arm by the 
wrist while bathing. Powder the axille. 

Use a circular movement for chest and abdomen. Pay 
particular attention to the umbilicus (navel). 

Turn the patient but once. Rub the back with alcohol 
while she is on her side. 


Fig. 25.—Bathing arm.—(From chet nope Jennings, and Reed, ‘‘Nursing Pro- 

The water should be changed about the middle of the bath. 
Use the slop jar and refill from the pitcher. Do not leave 
the patient during a bath. 

The patient may usually wash her own genitals, the nurse 
supplying a soapy wash cloth and towel. In special cases 
or with very sick patients the genitals are bathed by the 
nurse, with men patients, by the orderly. With a man 
patient who is able, the nurse busies herself with something 
which enables her to turn her back. It is usual to instruct 
the patient to wash “between the legs.” 
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Fic. 27.—Bathing abdomen under 


cover. 
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If there is a vaginal discharge, the patient should be placed 
on a douche pan, warm water or solution poured over her, 
and a thorough sponging done, usually with gauze. 

The hands and feet should always be put into the basin 
or tub, and if they are at all dirty, should be scrubbed with 
a hand brush. For the foot bath, have the patient flex her 
knees, fold the upper blanket back to just below the knees, 
protect the bed with the bath towel, or a small rubber 
sheet and towel, set the bath basin on it close to the patient’s 
feet, lift the feet into the tub, sliding it into position. If 


Fig. 28.—Foot bath in bed.—(From Warnshuis’ ‘Principles of Surgical Nursing.’’) 


the basin or tub is at all shallow, do not take your hand off 
it, but steady it while you do the bathing with the other 
hand. 7 

If the feet are very dirty or badly calloused, let them soak 
while you clean the patient’s finger-nails or comb her hair. 
Scrub them well with the brush, getting between the toes. 

Lift feet, remove tub. Dry feet thoroughly. 

If one has the time, give a light alcohol rub over the 
whole body for its refreshing qualities. 

As a rule, the nightgown is put on just before the feet are 
washed, but it may be done as soon as the back is finished. 
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Remove the lower bath blanket in the usual manner by 
turning the patient. Pull the upper bedding over the patient 
and remove the upper bath blanket beneath it. 

Cleaning and cutting finger- and toe-nails is an essential 
part of a bath. Do not use bandage scissors to cut nails; 
a small, straight pair should be kept for this purpose. Cut 
finger-nails rounding, toe-nails usually straight across. 
Clean them with an orange-wood stick or a nail file. Puta 
towel underneath during the process. 

Carry all utensils and materials to the utility room, rinse 
out wash cloth, and hang it with the towel on the bedside 
table or send to the laundry; take care of soap; wash out 
bath basin; hang bath blanket up to air and dry, wash 
orange-wood stick and hand brush. Record bath. 

Patients who are convalescent or not very sick may take 
their own baths in bed. They will need help with back and 
feet. They should be well screened and given plenty of 
hot water. 

Very dirty patients should upon admission be put into the 
tub if their condition will admit of it. Scrub them gently 
with a bristle brush (not fiber). Green soap, sapolio, ben- 
zine, or ammonia may be used for difficult spots. Pay 
particular attention to the ears, back of neck, umbilicus, 
hands, feet, and genitals. 

If a very dirty patient must be bathed in bed, put a long 
_ rubber sheet underneath the lower bath blanket, so that 
plenty of soap and water may be used without wetting 
the bed. Send this bath blanket to the laundry afterward. 

If hands or feet cannot be made clean with one washing, 
let them soak for half an hour in a basin of warm, soapy 
water, renewing as it cools. Or wrap them in a “soap 
poultice’ (several thicknesses of gauze or a thin towel 
saturated with warm soap jelly and wrung out so that it 
does not drip), cover with a small rubber sheet, fasten 
securely, and leave for a few hours; then scrub and rinse. 
Use pumice stone on calloused places. 

Baby’s Bath.—Babies are usually bathed by the older 
nurses, since they are difficult to handle until one has be- 
come well accustomed to nursing procedures. 
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Premature, very small, or weak babies are rarely bathed, 
but are gently rubbed with olive oil. Their sweat glands 
are not developed, and practically no elimination takes 
place through their skins, so soap-and-water cleansing is 
unnecessary. Some physicians do not have normal, newborn 
babies bathed for a week or ten days. 

The toilet tray for a baby ward contains the following: © 


Castile soap. 

Boric solution, 2 per cent., warm. 
Albolene or olive oil. 

Zine stearate or talcum powder. 
Absorbent cotton. 

Sterile cotton applicators or swabs. 
Sterile cotton balls, small. 

A paper bag. 

Cord dressing, if required, whatever sort the hospital uses. 
Small scissors for nails. 

Round toothpicks for nail cleaners. 
Safety-pins, large and small. 

Fine comb and soft brush. 


A sponge bath is usually given to a newborn baby until 
the cord is off and the navel healed. It may be done on a 


table or in the nurse’s lap. 


Needed: 


A thick blanket. 

A small bath blanket. 

A soft towel. 

A soft wash cloth or gauze. 

A bath basin or foot-tub. 

Hot-water bag. 

Bath thermometer. 

Clean clothing; blanket, dress, petticoat, diaper (folded), shirt, 
stockings or bootees.! 

For a lap bath, a flannelette apron and a rubber apron are needed, 
in addition. 


Procedure.—Assemble all needed articles within easy 
reach. 

Spread the thick blanket on the table, fill the hot-water 
bag one-third full, at a temperature of 115° F., and place 
it between the folds of the blanket. For a lap bath, put 
on the rubber and flannelette aprons. 


‘Many hospitals omit the petticoat. In warm weather stockings 
are omitted. In hot weather the baby wears only a shirt and diaper. 
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Fill the basin or tub with water at a temperature of 100° F., 
using the bath thermometer. The water will be about 
98° F. by the time the baby is undressed. 

Undress the baby, on the table or in your lap,! and wrap 
it in the bath blanket. 

(From this time on, the baby must never be left for an 
instant. If you must reach for something, be sure that one 
of your hands is grasping the baby.) 

Sponge the baby’s eyes with a cotton ball wet with boric 
solution. (Do not let it drip.) Use a separate sponge for 
each eye. Wipe with dry cotton. 


Fic. 29.—Washing baby’s head. 


Clean the nose with small cotton swabs, moistened with 
boric solution or albolene. Be gentle, but thorough. If 
there is any discharge, several swabs may be needed. Put 
all used sponges or swabs into the paper bag. 

As a rule, the mouth is not washed. If ordered, it is done 
with cotton wrapped around the first finger, using boric 
solution, very gently. Always inspect the mouth and report 
if it does not look clean or there are any spots present. 

The ears need no attention except for visible dirt, and 


1Tt is customary to have separate receptacles for stockings and 
shirts, diapers, and other clothing. 
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should be cleansed with the wash cloth or a cotton swab and 
clear water. 

Wash the face with clear water, no soap, gently pat dry. 
Do not wipe. 

Soap the wash cloth, turn the baby so that its head comes 
over the edge of the tub, and, supporting the head, wash the 
scalp thoroughly, using plenty of soap and water. If there 
is a crust on the scalp, it must be soaked with olive oil, 
gently scraped with a fine comb and washed off. It may take 


Fic. 30.—Putting baby into tub.—(From De Lee’s ‘‘Obstetrics for Nurses.’’) 


more than one treatment to remove it. Rinse head and 
dry thoroughly. 

Wash hands and arms, chest, abdomen, legs, and feet 
with slightly soapy water. Neck, axill#, and hands are 
often very difficult to get clean. 

If there is a cord dressing, lift and wash under its edges, 
but not near the navel. If there is any redness or moisture, 
report to charge nurse or supervisor, who will direct the 
treatment. Otherwise, leave it alone. 

Turn the baby over and wash its back. 

Wash the genitals and creases of the groins, gently, but 
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thoroughly. With girl babies, separate the labia and sponge 
out any secretion which may appear. With boys, retract 
the foreskin and remove any secretion from around the 
end of the penis; if this cannot be done, report it, as cireum- 
cision may be needed. Handle gently and as little as pos- 
sible. 

Dry by patting. Use powder sparingly and only under 
the arms and about the buttocks. 

Dress by rolling over on your lap or the table. Do not 
pull garments over the head; put them over the feet. 

Tub Bath.—Cleanse eyes, ears, nose, and head as above. 
Test water in tub to be sure it is exactly 98° F. 

Soap the baby with your hand as he lies on the. table. 
Lift him with your left hand under his neck and shoulders, 
with one finger in axilla, the nght hand grasping his feet, 
one finger being placed between them to avoid pinching. 

Lower him slowly into the tub. Done suddenly, it may 
give the baby a permanent dislike for baths. 

Release the feet and wash the baby gently, with due at- 
tention to the difficult places. Do not worry if he wriggles, 
merely keep his face above the water. 

Turn him over and wash the back, your left hand support- 
ing chest and abdomen. If you find this too difficult, the 
back may be washed without turning. 

Lift him out and wrap quickly in the bath blanket. Pat 
dry under cover. Examine genitals and give any care re- 
quired. 

Babies’ Spray Bath.—Many hospitals now have for babies 
a bathing slab and spray instead of a tub (Fig. 31). The 
tank is filled with water at a temperature of 100° F.; this 
will give a spray of 98° F. The slab is warmed either by a 
tank of hot water underneath it or by running hot water over 
it. Place a quilted pad or folded bath towel over the slab. 

Begin the bath as usual. Soap the baby with your hand, 
running your finger into all creases. Wash off with the warm 
spray. Repeat if necessary. 

Bathing Children.—Older children are usually bathed in 
the bathroom tub. Or some hospitals have large-sized 
bath slabs with a spray. 
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Never leave a child alone in a tub, even for a moment. 
Scalding or drowning has occurred in an absence of one or 
two minutes. 

In giving a sponge bath to a child in bed, only one bath 
blanket is required. Bring it well up around him and keep 


Fic. 31.—Spray bath for baby. 


it in place. He should be well covered during the bath, as 
children chill very easily. 

As a child grows older or becomes convalescent, the tem- 
perature of its bath may be reduced. A temperature of 
90° F. may be used for the cleansing, 70° F. for the finishing. 

The cold sponge bath is given (1) to reduce temperature; 
(2) to stimulate the circulation; (3} to quiet the nervous 
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system. The procedure is quite different from a sponge 
bath for cleansing. 

Doctors and hospitals use special methods, and the nurse 
must familiarize herself with the particular details desired. 
The procedure is, in general, as follows: 

Needed: 


Two bath blankets. 
Long rubber sheet, tested and found in perfect condition. 
Bath towel. 
Two face towels. 
Large wash cloth. 
Ice-cap. 
‘ Hot-water bag, 115° to 120° F. 
Bath thermometer. 
Bath basin. 
Smaller basin containing cracked ice. 
Clock or watch in sight. 


Procedure.—Remove upper bedding and place bath blanket 
over the patient in the usual manner. 

Turn the patient on her side and place underneath her the 
long rubber sheet and the second bath blanket. Let this 
extend over the pillow. Remove the nightgown as you 
turn the patient to pull rubber and bath blanket through. 

Place the ice-cap to her head and the hot-water bag to her 
feet. ; 

Lifting the side of the blanket, place a towel over the gen- 
itals, up and down, tucking the end between the legs. If 
the patient has typhoid, spread the other end of the towel 
over the abdomen, as a reminder that you are not to rub it. 

Use clear water at the temperature prescribed, maintain- 
ing that temperature by putting in an occasional piece of 
ice. Leave the thermometer in the basin throughout the 
bath. Change the water at least once during the procedure. 

Take and record the pulse. Bathe the face and dry it. 

Sponge the patient, either partly under cover, or exposed, 
using long, slow strokes. Wet the whole body, except the 
back (and in typhoid, the abdomen), turning the wash 
cloth over and over, to cool its surface. 

Rub the body with the bare hand, using short, circular 
strokes, to stir the circulation. 

Repeat the sponging and the rubbing. Try to get thorough 

6 | 
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cooling in the axillw, the inside surfaces of arms and legs, 
where the large blood-vessels lie. Omit the feet if they are 
cold. 3 

Do not worry about exposure, except for modesty’s sake, 
as evaporation will aid the cooling process. Do not dry. 

The length of the sponge will usually be prescribed, ten 
to twenty minutes. When about half the time is up, turn 
the patient, sponge his back and legs, rubbing as before. 
Finish by wetting and rubbing the entire body. 

When finished, remove rubber and bath blankets, drying 
the patient as you proceed. Replace the nightgown. 


Fic. 32.—Cold sponge to reduce temperature.—(From Sanders’ ‘‘Modern Methods in 
Nursing.’’) 


Note the patient’s color. Count and record the pulse. 

Leave the ice-cap and hot-water bag in place, refilling if 
needed. 

Gather up and put away the equipment; wash out the 
basins, hang the blanket up to dry. 

One-half hour after the completion of the bath, take and 
record temperature, pulse, and respiration. 

Cold packs are given (1) to reduce temperature, and (2) 
for their sedative effect upon the nervous system. Weak 
patients and children often get a better effect from a cold 


SHEE ee : 
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or tepid pack than from a cooling sponge; it reduces tem- 
perature better and is not as depressing. 
Needed: 


Long rubber sheet in perfect condition. 

Two bath blankets. 

Bath towel. 

Face towel. 

Large cotton sheet. 

Ice-cap. 

Hot-water bag. 

Whisk broom. 

Foot-tub containing clear water at the temperature prescribed. 
Clock or watch in sight. 


' Procedure.—Prepare the patient as for a cold sponge bath. 
Take and record pulse. 

Wring the cotton sheet out of the water. This is best 
done by two nurses, each holding the end of the sheet 
gathered into their hand, and twisting in opposite directions. 

Turn the patient on her side and wrap in the wet sheet, 
_ seeing that it fits all parts of the body snugly, comes between 
the legs, and between the arms and sides of the chest, so 
that no two body surfaces are in contact. Fold it in smoothly 
and snugly around the neck by bringing it down diagonally 
across the chest on each side. Remove the upper bath 
blanket. 

Rub the patient all over briskly, but not roughly, with 
your hands outside the sheet. Do not pinch or pull the flesh. 

When the sheet becomes hot, sprinkle it. with water from 
the foot-tub, using a clean whisk broom. Turn patient to 
rub back, and sprinkle with fresh water. 

Continue rubbing and sprinkling for the prescribed time, 
ten to twenty minutes. Take pulse every five minutes, at 
the temporal or facial artery. 

If at any time the pulse becomes poor in quality, the 
patient shivers or chills, or becomes blue, remove her from 
the pack, dry her quickly, and cover her well. Report it 
to charge nurse or intern. Note it on the chart. 

Keep ice-bag on head and hot-water bag at feet. 

When removing the patient from the pack, mop up all 
surplus water with the wet sheet or blanket. In removing 
the rubber sheet be careful not to wet the bed. 
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Give a light alcohol rub and replace the nightgown. 

In modern hospital practice tepid packs (85° F.) are more 
often given than cold. They are more comfortable to the 
patient and quite as effective in reducing temperature. 

A tepid pack may be given to a baby by wrapping it in a 
large wet towel, placing a fold under the arms and between 
the legs as with an adult. With very weak infants, a turkish 
towel may produce less chilling than a huck or smooth 
towel. 

Sedative Pee Wien a cold or tepid pack is given for 
its sedative effect, use two wet sheets or thin cotton blankets. 


Fic. 33.—Patient in pack. 


Place two dry blankets outside the wet ones and wrap 
snugly, to prevent evaporation. Leave undisturbed for 
twenty to thirty minutes or longer. 

This treatment is usually very effective in extreme ner- 
vousness, delirium, or mania. In hospitals for the insane 
it is counted the treatment par excellence for ‘‘disturbed’’ 
patients. 

Hair Shampoo in Bed.—It is customary to na a patient’s 
hair upon admission. During a long stay in the hospital it 
should be done at least every few weeks. 

A bed patient’s hair may be shampooed with very little 
trouble. 

Needed: 
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Rubber sheet of moderate size. 

Rubber pillow case or small rubber sheet. 
Two bath towels. 

A face towel. 

A small pitcher. 

At least 1 gallon of water at 110° F. 

A foot-tub or large pail. 

Bottle of soap solution, green soap, or ivory. 
Brush and comb. 

Stool or straight chair. 

Newspapers. 


Procedure.—Protect the stool or chair with newspapers, 
and set it near the head of the bed. Set foot-tub or pail on it. 


Fic. 34.—Hair shampoo in bed.—(From Sanders’ ‘‘ Modern Methods in Nursing.’’) 


Slip the patient’s nightgown low about her neck and pin 


a face towel around snugly. 
Put on the rubber pillow case or use a small rubber sheet 
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under ‘her head, with a bath towel over it. Unbraid and 
comb her hair. 

Make a substitute Kelly pad of the second bath towel and 
rubber; roll the towel crosswise, roll the edge of the rubber 
sheet over it, shape into a horseshoe and place under the 
patient’s head, letting the free end drop into the foot-tub 
or pail. The patient’s head is then in a trough, with the 
water-proof roll under her neck. 

Wet the hair by pouring warm water over it, using the 
small pitcher. Pour soap solution on the hair, dividing the 
hair and working the soap into the scalp with the fingers. 

Rub the scalp well with the finger ends. 

Rinse by pouring water from the small pitcher, rubbing 
and turning hair meanwhile. Repeat the soap and rinsing. 
Rinse very thoroughly, using plenty of water. 

Wring the hair as dry as possible, slip out the rubber 
Kelly pad, and drop it into the foot-tub. Reserve the rolled 
towel. Dry the hair by rubbing it with the two bath towels. 
When dry enough, brush and comb out the tangles. 

A hot-water bag at a temperature of 125° or 130° F., 
placed over a bath towel under the head, will assist in the 
drying process. You may leave the patient with this under 
her head while you remove and put away the equipment. 
Wipe up any water spilled on the floor. 

While drying and combing, inspect hair for pedicult. 
The head louse (pediculus capitis) is small, gray, and oval. 
The nits (eggs) are white and may be mistaken for dandruff, 
except that they are attached firmly to the hair. There 
is usually evidence of scratching or irritation. : 

Treatment for Pediculi.—Tincture of larkspur (delphinium) 
will kill pediculi, but not the nits. 

Part the hair with the fingers and apply larkspur to the 
scalp with a small gauze or cotton sponge, saturating every 
part. Wrap the head in a towel, pin neatly and securely, 
making the so-called “larkspur cap.’”’ Leave for six hours 
or overnight. 

Remove the towel, brush the hair over a towel or news- 
paper, and comb with a fine comb. Collect and burn the 
dead pediculi. 


BATHS 87 


To loosen the nits use hot vinegar. Comb out with a 
fine comb. 

Kerosene will kill both nits and pediculi, but is disagree- 
able and somewhat irritating. It may be used diluted with 
one-half olive oil. It does not injure the hair. 

After caring for patients with pediculi, the comb should 
be well washed; boil if it is a metal comb. The towel cap 
should be boiled ten minutes, washed out, and sent to the 
laundry. 


Fig. 35.—Application of a larkspur cap.—(From Reid, Hoffman, Jennings, and Reed, 
“Nursing Procedures.’’) 


Pediculi corporis are similar to head lice, but larger; they 
inhabit the skin of the body and are often found along the 
seams of the underclothing. Pediculi pubis are shaped like 
a crab, and are found in the skin and hair of the axille and 
genitals. Their bite leaves a characteristic spot. Soap and 
water has no effect upon them. 

The body or pubic hair should be shaved, if possible. 
Apply a hot solution of vinegar and bichloride solution, 
1 ; 2000, rubbing it in well with a piece of gauze. Or apply 
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mercurial ointment, or a special ointment prescribed by the 
doctor. 

It is very important to treat the underclothing. It may 
be sterilized by live steam or ironed twice with a very hot 
iron, each seam being opened and well pressed. 

Men’s Hair and Beard.—If a man’s hair is very dirty, it 
may be scrubbed with a bristle brush (not fiber), parting 
the hair with the fingers so as to get at the scalp. , 

If pediculi are found, the treatment is as above. 

If a man’s beard is found infested, procure an order from 
the doctor to have it shaved, and apply the usual treatment. 

Eyebrows and eyelashes should be examined carefully 
when head and beard are found infested, as pediculi are some- 
times found in them. Consult the intern or supervisor for 
treatment. 


CHAPTER VI 


THE PATIENT’S COMFORT 


A NURSE is judged always by her ability to make her patient 
comfortable. Comfort is both physical and mental, and a 
nurse’s responsibility does not end with physical care. 

Giving physical comfort means knowledge of nursing 
methods and the acquiring of dexterity in using them. 

Giving mental comfort involves some knowledge of psy- 
chology, a right attitude toward the patient and the work 
of nursing, and an appreciation of the differences between 
sick and well people. 

One authority (Harmer) gives the causes of physical 
discomforts in illness as follows: 

Cramped or strained position, or lying too long in one 
position. 

Weight and pressure, one part of the body lying on another, 
bedclothing too heavy or not supported, pressure from one 
position maintained too long, or pressure from bandages, 
splints, or casts. 

Friction or chafing from restlessness, wrinkles, moisture, 
crumbs, or lack of cleanliness. 

Extremes of temperature, fever, a close room, or hot 
weather; or cold feet, drafts, not enough bedding, perspira- 
tion, or damp élothing. 

Interference with bodily functions, poor or disturbed diges- 
tion, constipation, disturbed sleep, poor circulation, etc. 

Lack of cleanliness. 

Unskilful handling. 

Each one of these sources of discomfort may be relieved 
by its appropriate nursing procedure. The nurse’s diffi- 
culty is to find the specific cause or causes of the discomfort. 
Her success will depend on her ability to skilfully and will- 
ingly apply the remedy. 

Mental comfort is often more important than physical. 

89 
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Some of the causes of mental disquietude are: homesickness, 
timidity, sensitiveness, lack of privacy, undue exposure, 
fear of pain, fear of death, worry about finances, anxiety 
about home conditions, suspense, confusion, misunderstand- 
ings, monotony, etc.! 

Nearly all of these can be dealt with by the nurse, and 
many of them entirely and quickly removed. Too often 
a nurse feels that she has nothing to do with the patient’s 
mental state, and so gets no results from her good physical 
eare. Mental state has probably more to do with physical 
well-being than any other factor; and a wrong mental atti- 
tude may prevent recovery, or even cause death. 

Thoughtlessness and lack of imagination are the causes 
of most of our unkindness to others, and are the things which 
produce most of their mental suffering. 

Thoughtfulness and an appreciation of one’s diieniaes 
are the greatest sources of joy to other people and the 
most productive of love. The nurse who thinks of little 
things is the one best beloved. 

Some of the means by which one may give mental com- 
fort to her patients are: 

Give a kindly and pleasant greeting. 

Notice if visitors are tiring or annoying, and see that 
they do not remain. 

Do not expose a patient more than is absolutely necessary. 
Screen for treatments, giving the bed-pan, etc., and be care- 
ful in your handling. 

Be sure that you have everything at hand when you 
begin a treatment. 

When starting a treatment, explain it to your patient. 
(The mystery of unfamiliar apparatus or procedure nearly 
always causes apprehension.) 

Notice drafts and disturbing lights. 

Remember a patient’s likes and dislikes, especially in 
regard to food. 

Fill requests promptly, especially those for a drink or a 
bed-pan. 

Notice when your patient is worrying, and tactfully dis- 

1 Harmer. 
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cover the cause, if possible. Try to find the person or thing 
which may relieve it. 

Do not discuss a patient’s condition or peculiarities where 
she can hear you, even though she is apparently unconscious. 

Do not discuss one patient’s condition with another, nor 
in the hearing of servants. 

Do not lean against a bed or sit on it. 

Do not rock or allow visitors to. 

Do not “fuss” about the room. Do things quickly, 
finish, and leave them. 

- Get rid of unnecessary noises, such as slamming doors, 
rattling windows, people chattering in the hall, rattling of 
dishes or utensils. 

Try to give a favorable impression of the hospital, its 
equipment, methods, and personnel, thus instilling confi- 
dence.! 

-Be tactful in answering a patient’s questions; if you can- 
not handle a situation, refer it to someone higher up. 

Remember that the sick are naturally self-centered, and 
that anything which enables them to “get away from them- 
selves,’ even momentarily, is a blessing. Occupations, even 
of the simplest sort, help greatly. 

Remember that the sick magnify all interests. Things not 
noticed when one is well become matters of prime impor- 
tance. Small discomforts or disappointments are tragedies. 
On the other hand, small joys are wondrous, and small 
successes, great achievements. 

Handling patients skilfully is the mark of a nurse who is 
well trained. 

Practice alone makes perfect in the handling of patients, 
and one must expect to do a thing many times before she 
acquires the desired skill. On the other hand, practice will 
not make perfect unless one strives for dexterity. Try to 
work easily and smoothly, gracefully if possible, and as 
noiselessly and unobtrusively as may be. 

How to Give a Rub.—A good rub is one of the things most 
appreciated by a patient. It takes some skill, some instruc- 
tion, and more practice. The touch is all-important; it 

1 Maxwell-Pope. 
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should not be so light as to tickle or make one nervous, 
nor should it be harsh or heavy. A firm but gentle touch 
is the ideal to be striven for. The nurse must take care of 
her hands. Rough, hard, cold hands cannot but annoy; 
while a soft, smooth, warm, gentle hand brings infinite 
comfort. . 

In rubbing the arms and legs use both hands, for the chest: 
and back, one or both. The stroke should be circular, not 
too quick, firm enough to stir the circulation, yet light enough 
to glide over the skin without pulling. 

Try to think of the muscles and blood-vessels and en- 
deavor to reach and stir them. Forget the skin as far as 
possible, except that you are not to allow yourself to pinch 
or pull it. : 

Use the whole hand, palm and fingers, grasping the flesh 
with it. Do not use the ends of the fingers much. 

In rubbing with alcohol, wet the hand just enough so 
that it does not drip. On the back finish with long, firm 
strokes, up and down. 

To Undress a Patient in Bed.—Loosen buttons, snaps, or 
strings as far as you can reach. Remove as much clothing 
at one time as you conveniently can. 

If there is an injury or painful part, remove the clothing 
from the opposite side of the body first, so that you may have 
it free and be able to exercise the necessary care in handling. 

When it is necessary to cut clothing off, rip or cut close 
to the seam if there is the slightest chance that the garment 
may be used again. If a nightgown or shirt is to be opened 
all the way down, tear rather than cut. 

To remove a tight-fitting shirt or undervest, pull it up 
under the back, having the patient flex the knees, get it 
past the small of the back, gently lift first one shoulder and 
then the other, get the garment into a roll at the back of the 
neck, slip it over the head, and remove the arms last. 

Lay clothing on a chair. Fold and put away promptly, 
or mark with indelible ink tags and send to the laundry. 

Dressing a Patient in Bed.—In putting on a shirt or slip- 
over nightgown, put on the sleeves first, pulling them well 
up to the shoulders. Make a roll of the back of the gown from 
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neck to hem and slip it over the head. Pull it down, first 
under one shoulder, then under the other, then under the 
hips, having the patient bend the knees. 

If the clothing opens all the way down, turn the patient 
on one side, slip in one arm, pulling the garment as far up 
to the shoulder as it will go, tuck it well under the back, 
roll the patient to the other side, and slip on the second sleeve. 
In putting on sleeves let the arm go down, not up. 

An injured arm or leg should be dressed first, the reverse 
of undressing. 

Pull gown or clothing well down, and be sure it is smooth 
under shoulders and hips. 

With a helpless, weak, or paralyzed patient, do not pull 
the sleeves on in the usual way, but put your own hand 
through the wrist of the gown, reach up, and draw the hand 
through. 

In putting on stockings, turn them back and roll them down 
far enough to get the foot on smoothly. Do not pull them 
on by the top; and do not pull them off by taking hold of the 
foot. Grasp the part you are trying to adjust. 

Making Comfortable in Bed.—A sick patient usually lies 
on his back. This involves strain in fowr-places—the neck, 
small of the back, abdominal muscles, and knees. 

To relieve the neck strain adjust pillows properly. See 
if your patient looks comfortable. 

A small, thin pillow in the hollow of the back relieves this 
strain, which nearly all people complain of. 

Flexing the knees relieves strain on the abdominal muscles, 
but is tiresome and produces knee strain. 

To relieve the knees, support them with a firm pillow or 
roll placed underneath. It should be large enough and firm 
enough to afford real support. Protect it with a rubber 
slip if the patient has vaginal discharge, drainage, or incon- 
tinence. 

Bed Cradles.—The weight of the bedding is often too 
great for a weak patient, or injurious to a sensitive or in- 
jured part. Toe-drop or foot-drop may be induced or ag- 
gravated by heavy or tight bedding, and may be serious. 

Bed cradles are used to take off the pressure from bed- 
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clothing. They are frames of wood or iron, large or small. 
In an emergency one may be made from a barrel hoop. 


Fig. 36.—Bed cradle.—(From Stoney’s ‘‘Practical Points in Nursing.’’) 


Sand-bags may be used to support the feet, if necessary. 
They are usually covered with rubber, so as to be easy to 
keep clean. — 


Fig. 37.—Bed made with cradle.—(From Reid, Hoffman, Jennings, and Reed, ‘‘Nurs- 
ing Procedures.’’) 


Handling and Lifting.—In handling a bed patient, con- 
sider the body as having two parts, the shoulders and hips. 
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Except in unusual cases the head, feet, and arms will take 
care of themselves. 

Think that you are to move not only the patient’s flesh 
but also his bones. Take hold of the framework of the body, 
not merely its exterior. Use the whole hand, not merely the 
fingers. If these points are kept in mind, the hands will 
not slip and pull. 

Turning in Bed.—A weak or helpless patient should be 
relieved from all temptation to exertion, as this uses up the 
strength which he needs to establish recovery. 


Fie, 38.—Turning patient in bed. 


To turn a patient in bed, slip one hand well under the 
hips, the other well under the shoulders, so that your fingers 
vo beyond the spine. Lift slightly and roll her over. Bend 
your own body from the hips, not from the waist. Practice 
from both sides of the bed, rolling the patient both from and 
toward you. . , : 

Standing at her back, slip one hand well under the hip, 
the other just below the buttock, get a firm hold of the hip 
bone, and pull the hips gently back toward you, lifting 
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slightly at the same time; this gives the bend in the body 
which is necessary for comfort. 

When a patient lies on her side, a pillow put lengthwise, 
reaching from shoulder to thigh, and tucked well under the 
back, affords support and rest. A small, thin pillow between 
the knees, or one tucked under the abdomen to support it, 
gives much comfort. With fleshy people, a thin, narrow 
pillow may also be put at the waist. 

In some cases a badly injured patient, or one who has 
had a serious operation, can turn and adjust himself better 
than you can do it for him, but one should Pe sure that 
he is not overexerting. 

Turning to Prone Position.—Prone position (face down- 
ward) is used for drainage, in sponging for temperature, and 
in giving massage. — 

- Have the patient lie with arms down at his sides. Tuck 
the right hand well under his thigh. Cross the left leg 
over the right knee. 

With your hand on his shoulder and hip, grasping his 
bones, roll him gently over, like a log, toward the right side. 

If he is to be turned to the left, tuck left hand under and 
cross right leg over left. To turn back, reverse the process. 
Be sure the patient’s head is turned to one side as he lies 
prone. 

Lifting a Patient from Side to Side of the Bed.—Lift 
shoulders and hips separately. 

Slide one hand diagonally under and above the shoulder 
nearest you, the other arm under the opposite shoulder 
until the fingers of the two hands touch or overlap at the 
back. ‘This gives a firm hold. 

A heavy patient may grasp the nurse’s shoulder with one 
or both hands, merely holding on. This takes off a great 
part of the weight. Do not let a patient put her arms 
about your neck when you are lifting, as it hampers your 
movements. 

For the hips, use the same ale one arm going diag- 
onally under one hip, the other diagonally over the other 
hip, till the fingers meet. Always have the patient bend 
the knees when you are attempting to lift the hips, as it 
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takes off much of the weight; if one knee is injured or stiff, 
have the other flexed. Without this precaution lifting may 
be impossible. Lift with your own back straight, bending 
from the hips, not from the waist. 

Lifting Limbs.—A painful or injured leg may be lifted by 
placing one hand under the ankle, the other under the knee. 
Never lift the leg by grasping the foot or the calf. 

In lifting an arm put one hand under the elbow, the other 
under the wrist. 


Fig. 39.—Lifting leg. (Hands under joints.) 


Patients Who Slip in Bed.—If a patient persistently slips 
up in bed, put one hand well under the hips, the other under 
the shoulders, and, without much attempt at lifting, drag 
him down. Your hands prevent pulling. 

With a patient who slips down in bed, always a sign of 
great weakness and low vitality, you need help unless the 
patient is very light. One person stands on either side of the 
bed, each with one hand under the shoulder and the other 
hand under and slightly below the buttock. At a word, 
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they partly lift and partly push the patient toward the head 
of the bed. The patient should flex his knees if possible. 

To do this alone, have the knees flexed, put one arm be- 
hind the shoulders with the fingers in the armpit of the 
opposite side, place the other arm just below the buttocks. 

Setting a Patient Up in Bed.—Always have an assistant 
for this procedure until you become expert. 

You will need a back-rest, two or three pillows, and a 
shoulder wrap. 


Fia. 40.—Lifting patient in bed. 


Slip one arm diagonally over the patient’s shoulder which 
is nearest you, and the other diagonally under the opposite 
shoulder until the fingers meet or overlap. Have a heavy 
patient grasp your shoulder. Lift till she is sitting straight up. 

Have the assistant adjust the shoulder wrap; or you may 
do it with the patient leaning against your shoulder. 

Have the assistant place the back-rest in the bed and 
adjust the pillows. One pillow should be low at the back, 
the others higher up. The number of pillows and their ad- 
justment will depend upon the angle of the back-rest and the 
patient’s taste. 
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With your arms still around the patient, lay her back 
against the pillows. 

To Remove a Back-rest.—Hold the patient in the above 
manner while the assistant removes pillows and back-rest 
and replaces one or two of the pillows and removes the 
shoulder wrap. 

Lay patient down and give final adjustment to pillows. 

Sitting Position in Bed.—Support is always needed when 
a patient sits up in bed, since even a well person slips down 
and must frequently readjust himself. 


Fic. 41.—Foot sling.—(From Sanders’ ‘‘Modern Methods in Nursing.’’) 


A foot sling, made of a sheet folded diagonally and tied 
to the head of the bed, may be used. This necessitates the 
patient keeping his knees down. 

A firm pillow folded lengthwise or crosswise or a knee 
roll (a cylindrical hair pillow) placed under the knees affords 
good support, but eventually slips. To prevent this it may 
be tied to the bed rail by a wide muslin bandage, pinned to 
the end of the pillow with a large safety-pin; this is rather 
unsatisfactory. 
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A triangular support of wood may be used. With a heavy 
patient, it must be tied to the head of the bed. It should 
be padded with a folded blanket. 

The sling or swing is probably the most secure and com- 
fortable support. Fold a large sheet diagonally several 
times until you have a band about 10 inches wide. Slip it 
under the patient’s buttocks and tie each end to the head of 
the bed. It is soft and pliable, and the patient cannot slip. 


Fic. 42.—Patient supported with a sling. 


Put a pillow at each side of the patient, so that she may 
rest her arms on them. Place a bedside table conveniently 
near. Have the bell or signal within reach. 

Cardiac patients, those with advanced heart trouble, 
must usually sit up continuously in order to breathe. They 
are frequently more comfortable leaning forward on a firm 
support. Use a bed-tray with legs, padded with a thin 
pillow. An over-the-bed table is ideal. 
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Such patients usually sleep bending forward. They need 
the support of firm pillows at the sides to keep them from 
swaying. Be sure that their shoulders and back are warmly 
wrapped. A circular cushion may be needed to prevent 
pressure at the lower end of the spine. 

Getting Patient Into a Chair.—Dress the patient in a long 
nightgown, bath robe, stockings, and slippers. 

Choose a comfortable chair, with a high back. Place over 
it a large gray blanket, arranged so that it will protect the 


Fic. 43.—Support for cardiac patient. 


patient’s legs. Set the chair close to the bed, at right angles 
with it. 

Move the patient near to the edge of the bed and assist 
her to sit up. Have her turn and drop her feet over the edge 
of the bed. To obviate danger of fainting, let her remain, 
supported, in this position, for a moment. 

Grasp her firmly around the body under the arms or 
put your right arm around her under her arms and grasp 
her right hand with your left. Lift her slightly and swing 
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her into the chair, making sure that she does not drop 
suddenly. 

Wrap her feet and legs in the blanket and draw it around 
her shoulders. Use an additional blanket if the room is 
cold. Place a low foot-stool for her feet. (If none is avail- 
able, a pile of magazines, or a folded blanket wrapped in 


Fic. 44.—Getting patient into a chair. 


newspapers, will answer.) See that the bell is within reach. 
Give her a glass of water, a magazine, or whatever she is 
likely to require. 

Straighten or remake the bed at once. 

Do not let a patient remain up too long the first time. 
Fifteen minutes is usually enough. Watch for signs of tiring. 

If a patient is to be placed in a wheel chair, always have 
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someone hold the chair while she is stepping into it; a fright 
or a serious accident may result if you try it alone. 

If the patient is to go out-of-doors, see that she has enough 
wraps and a scarf or protection for her head. 

Getting a patient back to bed is the reverse of the above 
process, but more difficult, as the bed is usually higher than 
the chair, and some lifting is required. 


Fic. 45.—Lifting patient on a sheet. 


Place one arm under the patient’s shoulders, with your 
fingers in the armpit, and the other arm under the buttock. 
Have the patient put one arm over your far shoulder, the 
other under your near shoulder, and clasp her hands. Have 
her make herself stiff and push up with her feet as you lift. 

Set her on the edge of the bed, and have her gently tumble 
into it, while you support her shoulders and lift her feet and 
legs. 
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Lifting a Heavy Patient Out of Bed.—T wo nurses are 
needed. 

Have the patient sit on the edge of the bed, as above. 
Fold a large sheet crosswise into a strip about 15 inches wide. 

Slip this strip under her as she sits on the bed. Roll the 
ends up close to her sides. Have her put her arms around 
each nurse’s shoulders. 

Using the rolled sheet for handles, lift the patient to the. 
chair. 

Leave the folded sheet in place until the patient is to be 
put back to bed, when the process is reversed. 

Lifting From Bed to Stretcher or Cot.—Begin by moving 
the patient to the edge of the bed. See that she has on a 
long nightgown or is wrapped in a blanket. 
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Fic. 46.—Transferring patient from stretcher to bed. 


1. If the stretcher is exactly the same height as the 
bed (rarely the case), loosen the draw sheet; have the patient 
place her hands on her body. 

Spread a blanket on the stretcher and place a small 
pillow. Put the stretcher alongside the bed, close to it. 

Reach over the stretcher, grasp the draw sheet, and by its 
means pull the patient on to the stretcher. The patient 
must be well enough to lift his head and take care of his feet. 

2. If the patient is to be lifted bodily, one nurse may do 
it only if the patient is a child or a person obviously much 
lighter in weight than herself. A woman of ordinary height, 
and 120 to 140 pounds in weight, takes two nurses. A heavy 
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woman or a man requires three. (There is no virtue in 
attempting a thing which is too hard for you.) 

Place the stretcher or cot at right angles to the bed. 

If one person does the lifting: Put one arm under the 
patient’s buttocks around to the opposite side until you 
grasp the hip, the other around and under the patient’s 
shoulders, and let her put her arms around your neck. 
Lift her off the bed, swing half-way around, and with a 
step or two you may reach the cot and deposit her. 


Fig. 47.—Moving a patient from one bed to another.—(From Reid, Hoffman, Jennings, 
and Reed, ‘‘Nursing Procedures.’’) 


If two persons do the lifting: One nurse puts one arm under 
the shoulders, the other at the waist; the second nurse places 
one arm under the hips, the other under the thighs. Be sure 
that both have a firm hold. See that the cot or stretcher 
is properly placed, and that each person knows exactly 
what she is to do. 

Lift and turn, stepping out of step, one person with the 
right foot, the other with the left. Figure 46 shows the posi- 
tions to be taken. 


106 THE TECHNIC OF NURSING 


If three persons are necessary, one should place her arms 
under the patient’s shoulders, one under the hips, and one 
under thighs and legs. The tallest of the three should take 
the hips. Lift at a signal and turn, stepping out of step. 


Fia. 48.—Lifting a small baby. 


Lifting a Patient Who Wears a Cast.—When a patient has 
a plaster cast on any portion of the body, he is that much 
heavier; additional help may be needed if the cast is large. 
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In lifting either a part or the whole body of a patient with 
a cast, remember to lift the cast. Otherwise, it may drag 
or pull, and will be painful or do harm. 

Lifting Children.—The method varies according to the 
size of the child. Large children are handled like adults. 

A small baby must always have its head supported. 
Place one hand under the back of the neck, so that the hand 
covers the back of the head and the upper part of the 


Fig. 49.—Lifting a small child. 


shoulders. Let the other hand grasp the feet or the clothing 
around the feet. 

With a larger baby or small child, place one hand under 
the shoulders, the other slightly below and supporting the 
buttocks. 

In lifting a sitting child to its feet, grasp it firmly with 
your hands on either side of the chest. Do not let the weight 
come on the arms. 

Never lift a child by its arms. 

Carrying Babies.—A baby or small child is most easily 
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carried over your hip, face downward, with your hand 
across its abdomen. Babies are more comfortable carried 
thus than cramped in one’s arms. They are also safer, 
since you have one hand free to guard against slipping or 
other danger. 


Fia. 50.—Carrying a baby. 


A baby is very comfortable carried over the shoulder, and 
a small child is usually happier, because it can see what is 
going on. 

Pressure or Bed-sores.—Patients who are very thin, or 
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excessively fat, who are paralyzed, whose nutrition is bad, 
whose circulation is poor, who have involuntary bowel 
movements or urination, or who for any reason have to 
lie long in one position, easily develop bed-sores. 

Such sores come where a bone is near the surface. The 
lower part of the back, over the sacrum, is the most com- 
mon location. They may occur over the hip bones or the 
shoulder-blades, the heels, elbows, or the back of the head. 
When once they have occurred, they are extremely hard to 
heal, and tend to grow deeper. With paralyzed patients 
they may extend down to the periosteum. 

They are due to pressure, which interferes with the cir- 
culation and, therefore, the health of the part. Moisture, 
lack of cleanliness, wrinkles, crumbs, etc., may produce a 
break in the skin which starts a pressure sore. 

A pressure sore, except in the rarest instances, proclaims 
poor nursing. In some hospitals they occur; in others never. 
The thoroughness of the nursing can be judged by this means. 

Except in cases of incontinence or of freely draining wounds 
there is no excuse for moisture or uncleanliness. . The best 
preventives are clean linen, bathing with soap and water, 
rubbing with alcohol, dusting with powder, ete. The most 
important part is rubbing, since it is this which stirs the cir- 
culation and helps nature repair the tissues. 

In cases which are constantly wet, powder and alcohol 
do very little good as protectives. Use a substance which 
will resist water, such as zinc oxide ointment, castor oil, 
camphorated oil, or a mixture of mutton tallow and olive 
oil with 1 per cent. carbolic acid. A thick layer of Castile 
soap is effective. 

Alcohol should not be used if the skin is broken. 

Remember always that patients having a tendency to 
pressure sores need frequent attention. No matter how thor- 
oughly the care may be given, once or twice a day is not 
enough. Very ill patients must have attention given to their 
backs every few hours, day and night. 

Pressure may be removed from any part of the body by 
using circular air cushions or rings made of cotton batting 
wound with a bandage. 
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Frequent change of position, whenever it is possible, is 
all-important. 

The slightest redness over a bony prominence should be 
at once reported to charge nurse or supervisor. 

Any break in the skin of a part where there is pressure is 
considered a bed-sore. 

If a pressure sore has actually occurred, no young nurse - 
should take the responsibility of prescribing for it. Even 
if it is no more than an excoriated spot, she should show it 
to her charge nurse. Whether or not a pressure sore is im- 
proving, it should be inspected by a supervisor or intern 
at least every two days. 


B 


Fie. 51.—Circular cushions.—(B from Stoney’s ‘‘Practical Points in Nursing.’’) 


Chafing (skin irritation where there is no pressure) may 
be due to (a) rubbing of the bedclothing, especially at elbows 
or knees; (b) to the rubbing of two surfaces of the body, as 
under the breasts, in the groin, or about the buttocks; (c) 
to irritating bandages or casts; (d) to irritating discharges. 
If neglected, it may end in ulceration. 

For irritated knees or elbows, apply cold cream or zine 
oxide ointment and a dressing of old muslin or linen, not 
gauze. 

For chafing in folds of the skin, wash frequently, dry 
thoroughly, rub with alcohol, and keep powdered with plain 
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talcum. Place a thin layer of cotton between the sur- 
faces. 

If the edges of bandages or casts are cutting, rub gently 
with alcohol, dry, and powder; place a piece of cotton, not 
too thick, over the edge. At the first opportunity have your 
doctor inspect it. 

Where there is an irritating discharge from a wound it 
is customary to protect the skin with a layer of vaseline 
gauze. 

For irritations about the genitals from acid urine or 
feces, do not wash the skin, but cleanse it with olive oil or 
albolene. Apply white vaseline or zinc oxide ointment. 
If it does not improve under this simple treatment, have a 
doctor see it. He may prescribe Lassar’s paste, direct 
sunshine, heated air, leaving the baby without a diaper, ete. 

A baby who is chafed should be changed as soon as it is 
wet or soiled. 

Chafing in babies may be due to improperly washed 
diapers. The best pediatricians object to laundry soap, 
and insist upon a pure white soap being used, with no bleach, 
and at least three rinsings in clear water. 


CHAPTER VII 


ENEMATA. SPECIMENS 


AN enema (also called a clyster) consists in the introduc- 
tion of fluid into the colon by way of the rectum. The 
plural is enemata. 

A distinction is made between high and low enemata. 
A low enema is given with a short, hard-rubber tip, so that 
the fluid is introduced just inside the internal sphincter. 
A high enema is given with a long, soft-rubber rectal tube, 
which may be inserted a considerable distance. (It has 
been demonstrated that a rectal tube can rarely be passed 
beyond the lower end of the sigmoid flexure; if attempted, 
it merely doubles on itself in the rectum.) 

The nurse should bear in mind the anatomy of the lower 
intestine. Note that the anus slants slightly forward, the 
rectum makes a considerable curve backward toward the 
spine and follows the curve of the sacrum. Higher up the 
sigmoid turns to the left. 

Enemata are given (1) for their purgative action; (2) to 
relieve flatus (gas); (3) for stimulation; (4) for the intro- 
duction of fluid into the system; (5) for the introduction of 
nourishment; (6) for medication, either local or general. 

Purgative Enema.— Needed: 


Irrigator stand. 

Blanket. 

Small rubber sheet. 

Draw sheet or special towel. 

Irrigating can and tubing, with shut-off. 
Rectal tube or tip, in a basin. 

Vaseline. 

Toilet paper. 

Bed-pan and cover. 


For enemata of small quantity use a funnel attached to 
a rectal tube, not an irrigating can. Put the fluid to be given 
in a graduate glass or small pitcher. 
Procedure.—The patient may lie on her left side or on her 
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Bladder 


Fie. 52.—Section showing curve of ay Marfarlane’s ‘'Gynecology for 
urses.”’ 


Fia. 53.—The course and position of the colon.—(From Morrow’s “Immediate Care 
of the Injured.’’) 
8 
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back. (It is now generally conceded that the dorsal position 
is quite as correct as the lateral.) The patient should always 
be in a recumbent position. 

Prepare 2 quarts of soap solution, making it fairly strong, 
use soap jelly, or cake soap in a shaker, usually white soap. 
Have the temperature of the solution 105° F., or very warm 
to the hand. | 

Clamp the tubing, pour the solution into the can, and 
carry all the equipment to the bedside. Set the bed-pan on 
the floor, and arrange the other equipment on the bedside 
table. : 

Screen the patient. If she is a new patient, explain what 
is to be done. 

Turn the upper bedding down to the foot, covering the 
patient with the blanket. (If the bedding is left over the 
patient, it will become saturated with fecal odors.) 

Move the patient near the edge of the bed, unless she is 
in poor condition or very weak. Have her turn on her left 
side if convenient; if not, she may remain on her back. 

Connect the rectal tube with the irrigator tubing, unclamp 
and expel air and cold water into the bed-pan. Lubricate the 
tube with a small amount of vaseline applied with a folded 
piece of toilet paper. 

Fold the blanket back over the patient, lengthwise, not 
so far as to risk chilling. Fold the nightgown out of the way. 
Place the small rubber sheet covered with draw sheet or 
special towel (this should never be a face towel) well under 
the hips, to protect the bed. 

Lift the edge of the blanket, lift the buttock slightly and 
insert the rectal tube, gently pushing it in about 4 or 5 inches, 
bearing in mind what the course of the rectum is. If there 
are hemorrhoids, the patient may prefer to insert the tube 
herself. If the tube will not go in, and the rectum is found 
packed with hardened feces, it may be necessary to remove 
it with one or two fingers protected by rubber cots or glove 
fingers. 

Unclamp the tubing to let the solution run into the bowel. 
As soon as the patient can feel it running, lower the irrigating 
can, so that it will flow very gently, and be hardly percep- 
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tible to the patient. It should take four minutes to give a 
pint of solution. | 

If there is griping or desire to expel the tube, shut it off 
for a moment, until the discomfort subsides. Give at least 
a pint, more if it seems desirable. Shut it off before the can 
is empty. 

Withdraw the tube quickly, wipe it well with toilet paper, 
and place it in its basin. 

Try to have the patient retain the enema five or ten 
minutes, so that it will work its way up into the intestine 
and soften the contents. If it is difficult, protect the fingers 
with a fold of the towel which is under the patient’s hips, 
and make pressure against the anus for one or two minutes. 

Carry out the equipment, but do not be gone too long, or 
the patient may be in distress. While she is on the pan 
you may give an enema to another patient, or clean up your 
equipment. 

Let any remaining solution run out of the irrigator, rinse 
can and tubing by running hot water through, and put 
away with tube unclamped and hung so that it will not be 
crushed flat. Wash the rectal tube with soap and hot water, 
and boil two or three minutes only. Dry and put away. 

Remove the rubber and draw sheet or towel after the pa- 
tient has expelled the enema and been cleansed. 

Inspect the contents of the bed-pan and chart the result 
of the enema. If an enema is not effective, report it. A 
second one is usually ordered. 

Wash your hands thoroughly after giving an enema. 
The colon bacillus, common in bowel movements, may be 
carried to other patients or to other portions of the patient’s 
body; if it gets into wounds, an infection of considerable 
gravity may be caused. 

If the patient uses a jar or the toilet after an enema, see 
that her hands are properly cleansed. Instruct her not 
to pull the chain, so that you may inspect the result of the 
enema. 

Enema For a Baby.—For a young baby an enema is often 
given with a bulb fitted with a very short and small hard- 
rubber tip. Not much can be given at a time, as it is usually 
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expelled immediately. A soft-rubber catheter connected with 
a funnel may be used, but is more difficult to manage. 


Fia. 54.—Bulb syringe 
for baby.—(From San- 
ders’ ‘‘Modern Methods 
in Nursing.’’) 


may be ordered. 


A douche pan with a towel over it and a 
small pillow at the closed end is a con- 
venient bed upon which to place the baby 
while giving the enema. 

Enemata For Flatus.—These are usu- 
ally given high and are small in quantity. 
The apparatus used is a funnel and small 
pitcher. Every effort should be made to 
have the enema retained long enough to 
be effective. 

Enemata for gas are made up according 
to a formula. Epsom salts and glycerin, 
soap-suds and turpentine, glycerin and 
turpentine, turpentine, castor oil and egg 


(The latter formula should be well shaken 


in a warmed bottle until it makes a good emulsion.) Most 


Fic. 65.—Enems for a baby, using douche pan and small pillow. 


of these formule are mixed with a small quantity of salt or 
soda solution. Equal parts of milk and molasses may be 
ordered, or milk of asafetida, or alum solution, ete. 
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After giving an enema to expel gas, we consider that we 
have a “result’’ if a considerable quantity of flatus comes 
away, even if there be little or no fecal matter with it. 
Examine the abdomen before and after giving such an enema, 
so as to judge of its effect. 

Sometimes a small amount (1 ounce) of pure glycerin is 
ordered given. For this use a hard-rubber piston syringe or 
a baby’s bulb syringe; rinse it well in hot water after using. 

Colonic Irrigation (Hntero- 
clysis, or Rectal Irrigation) .— 
This consists in injecting into 
the colon a large amount of 
fluid slowly, providing at 
the same time for its return, 
if not absorbed. It is done 
(1) to cleanse the intestine of 
mucus, toxic or putrefying 
material, as in dysentery; (2) 
to supply fluid to the body, 
as after hemorrhage or diar- 
rhea, in shock, infections, 
nephritis, etc. 

The solution used may be 
soda bicarbonate, a teaspoon- 
ful to a quart of water, plain 
water from the faucet, or oc- 
casionally salt solution. 

The irrigation may be done 
with a metal or hard-rubber aos 
t wo-way tub e, or with two Fia. gemini hy rectal irrigation 
soft-rubber catheters, the one 
used for the return being large enough so that it will not be 
easily blocked with pieces of fecal matter. The inflow is 
connected with a large irrigating can, the outflow with 1 foot 
(not more) of rubber tubing. 

When the two catheters are used, mark each with a bit 
of adhesive placed at the distance to which it is to be in- 
serted. The inflow tube is to be inserted 6 inches, the 
outflow, 3 inches. 
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Fig. 57.—Colonic irrigation. 
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Needed: 


A blanket. 
Kelly pad, or rubber sheet rolled and bent to form one. 
Irrigating stand. 
Large irrigating can, with tubing and shut-off. 
Large pail or foot- tub. 
Newspaper to protect floor. 
Large pitcher. 
Two-way tube or two catheters. 
Vaseline. 
Toilet paper. 


Procedure.—Prepare at least 2 gallons of solution, at a 
temperature of 110° F. 

Arrange patient as for an enema, and be sure she is com- 
fortable. : 

Connect inflow tube to apparatus, and let solution run, 
to expel air and warm tube. Lubricate the tubes and insert 
both together, as this disturbs the patient less. Adjust them 
so that the adhesive marks are together. 

Start the flow, hang the irrigator low, and watch for the 
outflow. If it is long in coming, shut off the solution and 
pull the outflow tube down slightly. Do not run the risk 
of overdistending the bowel. 

When both inflow and outflow are running smoothly and 
very slowly, fill the irrigating can and get a pitcher of fresh 
solution. If necessary, the treatment may then be left for 
a probationer or a relative of the patient to watch, with 
instructions that if the outflow stops, she is to shut off the 
inflow and notify a nurse. (Sometimes an irrigation is 
ordered to continue for half an hour.) Do not leave a colonic 
irrigation running without some responsible person in at- 
tendance. 

If the outflow tube persistently stops up, remove it from 
the rectum, cleanse thoroughly, and reinsert it. 

Note any mucus, blood, or unusual material coming from 
the intestine. 

At the close of the urigation, withdraw the inflow fie 
first, leaving the other in place until all the fluid possible 
has been drained out. 
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THE URINE 


Urine is perhaps the most important excretion of the 
body. In health it contains urea, urates, ammonia com- 
pounds, inorganic salts, etc. Its reaction is faintly acid, 
its specific gravity 1015 to 1025, depending upon the amount 
of fluid drunk. 

Quantity.—The normal amount of urine passed in twenty- 
four hours is about 1500 c.c. (48 ounces, 3 pints). Children 
secrete more in proportion, a child of two to five years pass- 
ing 500 to 800 ¢c.c. daily. Less than half the normal quantity, 
or an ounce an hour for an adult, is a danger signal. One 
hundred ounces or more in twenty-four hours may indicate 
diabetes. 

Measuring.—Except for convalescent patients, all urine 
should be measured. It should not be estimated, as it is 
difficult to be accurate. A receptacle should be kept for 
measuring urine, and should be marked so that it shall not 
be used for anything else. ; 

Character of Urine.—Urine should be described upon the 
bedside notes. It may be clear, cloudy, having sediment, 
turbid, etc. The color should be stated—yellow, amber, 
brown, etc. Any unusual odor or color should be noted, 
and the specimen saved for inspection. 

Failure to urinate may be due to suppression or retention. 

Suppression is failure of the kidneys to secrete urine. 
This is a most serious condition and demands prompt treat~- 
ment. 

Retention is failure to pass urine which is lying in the 
bladder. The symptoms are: (a) Feeling of fulness or even 
pain, from pressure; (b) distention of the bladder, which 
may be seen or felt just above the pubes; (c) dribbling of 
urine. 

The causes of retention may be: (a) Position or nervous- 
ness; (b) temporary paralysis following an anesthetic, due 
to depression of the nervous system, or following childbirth, 
from pressure against the motor nerves during delivery; 
(c) some abnormal condition of the bladder or urethra; or, 
(d) not enough urine in the bladder to stimulate it to empty 
itself. 
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To Induce Urination.— When failure to urinate is not due 
to paralysis or any abnormal condition, the nurse may try 
various expedients to help the patient to urinate: 

1. Give a warm bed-pan, or one containing a little very 
hot water. 

2. Let water run from a faucet in the hearing of the 
patient. 

3. Have the patient drink as much water as possible. 

4. Apply a hot-water bag or a warm compress over the 
vulva or pubes. Give a sitz-bath if the patient is allowed up. 

5. Trickle warm water over the vulva, making sure that 
it is just blood temperature, 98° F. 

6. Give anenema. 

7. If she is a bed patient, ask her doctor if she may sit 
up to urinate. 

8. Leave her on the bed-pan alone in the room and give 
her something to read. 

If none of these methods succeeds, ask if the patient may 
be catheterized. Never catheterize uithout an order. 


SPECIMENS 


Much dependence is placed, nowadays, upon laboratory 
examinations and reports. Often the examination of a 
specimen by the laboratory furnishes the only means of 
arriving at a diagnosis. 

The collection and preparation of specimens is nearly 
always left to a nurse. If not properly done, it may cause 
a mistake in diagnosis, with serious results to the patient. 
The greatest exactness is therefore needed. 

Urine specimens are asked for the purpose of chemical 
and microscopical analysis. The smallest amount of foreign 
matter in a bottle or basin used for urine may be the foun- 
dation of an incorrect diagnosis. The specimen must be 
received and kept in a container which is surgically clean, 
2. e., has been washed and boiled and kept free from dust. 
A urinal or basin which has been freshly scrubbed and 
scalded will do for receiving an ordinary specimen if it is 
promptly poured into a sterile bottle. Urine bottles should 
be closed with a bit of sterile cotton, not a cork. If conical 
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specimen glasses are used, they must be promptly covered 
with paper, tied securely. 

When a catheterized specimen is asked for, the end of the 
catheter may be placed in the mouth of a sterile bottle and 
the urine allowed to drain directly into it from the bladder. 

It is customary to send to the laboratory a ‘‘morning”’ speci- 
men, 7. é., the first urine passed after awakening in the morn- | 
ing, as this is more nearly an average specimen. If a specimen 
is not a morning specimen, the label should state the fact. 

A urine specimen should not be less than 4 ounces, unless 
it is impossible to obtain that quantity. Six ounces is better. 

Urine specimens should be labelled with the patient’s name, 
the ward, the date, time of day passed, the whole amount 
passed, whether the specimen was voided or obtained by 
catheter, the name of the physician and for what it is to be 
examined, whether “routine” or special. If it is a preoper- 
_ ative or postoperative specimen, the fact should be stated. 

Tf a routine specimen is to be obtained from a patient who 
is menstruating, sponge the vulva well before she urinates, 
and plug the vagina with a cotton ball or a strip of gauze. 
Explain the procedure to the patient. 

Twenty-four-hour Specimens.—If these are asked for, 
obtain a large bottle, preferably 2 quarts. Sterilize it. 
Start at the time specified with an empty bladder, 7. e., have 
the patient urinate just before that time and discard the 
urine; continue to save the urine until the same hour the 
next day, when the patient should again be required to 
urinate. If requested, an antiseptic may be put into a 
specimen to prevent decomposition, but the fact should be 
stated on the label. If any urine is lost at the time of a 
defecation, it should be noted and an estimate of the amount 
lost given. Secure the patient’s co-operation by explaining 
why you are taking so much pains; tell all the nurses in the 
ward, and post a notice conspicuously in the hopper room. 
Valuable specimens or priceless time may be lost because 
some person ‘‘didn’t know.” 

Specimens collected after special tests, such as the Mosen- 
thal or phenolsulphonephthalein test, must be obtained and 
labeled with great precision. 
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Urine Specimens from Babies.—To obtain a specimen of 
urine from a boy baby, fasten to the penis with adhesive 
plaster a slim test-tube or small bottle; adjust the diaper 
so as to hold it in position. Or take the finger of a dis- 
carded rubber glove, cut off the tip, slip it over a test-tube 
till the rim holds it tightly, and bind with adhesive; slip 
the other end of the glove finger over the penis and fasten 


Fig. 58.—Collecting urine specimen from girl baby. 


with adhesive; let the tube rest in a basin till the specimen 
is obtained. 

For a specimen from a girl baby, lay her without a diaper 
on a small bed-pan, putting pillows at the sides to keep her 
in position; protect the pillows and clothing with small rubber 
sheets. Or take a piece of adhesive plaster about 23 inches 
square; cut a round hole in the center large enough for a 
test-tube; be sure it fits tightly around the rim, fit the ad- 
hesive square carefully over the baby’s genitals, and adjust 
diaper carefully. 
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Or use a bird-seed dish, or a “Chapin” baby urinal. 

Send specimens obtained from babies in the tubes: in 
which they were collected. Close the tube with sterile cot- 
ton and place in a rack or cup to prevent spilling. 

Always sponge the genitals with 2 per cent. boric solution 
before applying the test-tubes. 

Specimens of feces which are saved for inspection should 
remain in the bed-pan in which they were collected; cover 
it with a small rubber sheet and a cloth cover, pin on a 
paper label with the patient’s name, and place it where it 
will not be disturbed. 

Specimens for laboratory examination are sent in small, 
wide-mouthed bottles or paper sputum cups. The container 
must be clean. Use wooden tongue-depressor, or two, to 
transfer the fecal matter to the bottle or box. Cover tightly, 
label with patient’s name, ward, date, and for what it is to 
be examined. Take at once to the laboratory. 

Specimens of feces to be examined for ameba (in amebic 
dysentery) or hookworm must be sent to the laboratory 
while warm; if this cannot be done, set the container in 
warm water, 110° F., and keep warm. 

Sometimes nurses are asked to look for gall-stones which 
may have passed into the intestine. This is done by mixing 
the feces with water, stirring (with a wooden tongue-depres- 
sor) until it is almost fluid, and straining through gauze 
stretched over a bed-pan or hopper or through a wire strainer. 
Break up all lumps. : 

Diaper specimens are saved for inspection by the doctor 
in cases of dysentery or diarrhea in babies. Always save the 
diaper last removed; in serious cases more may be asked for. 
Fold the diaper loosely, so as not to disturb the fecal material. 
(Record its color, as some specimens change color after an 
hour or two.) Place it in the container provided, which is 
labeled with the baby’s name, or wrap it in a paper towel 
marked with the name; or put it into a paper bag, labeled. 
Place specimens where there is good ventilation and cover 
tightly. . 

When ready to be examined, open the diaper, using for- 
ceps or grasping the ends of the diaper with a piece of paper; 
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hand the doctor a wooden tongue-depressor to use in break- 
ing up lumps or judging the consistency. 

Specimens of vomitus should be saved in the vessel in 
which they were collected, as pouring from one basin to 
another may change their apparent character. Cover and 
label with patient’s name and the time of day. 

If there is anything unusual about matter vomited, always 
save it. Describe it on the bedside record. Remember that 
blood from the stomach is likely to be brown in color, like 
coffee grounds. 

Specimens of gastric juice are collected in special stomach 
cases. (See page 296.) The procedure must be exactly 
carried out and the label be explicit. 

Care of Unsightly Material.—Any basin or receptacle con- 
taining a discharge of any sort should not be set down in 
the room or ward. Cover it while carrying it from the room. 
This includes soiled dressings from surgical cases. 

Sputum specimens are delivered to the laboratory in 
small, wide-mouthed bottles, or in paper sputum cups. 
They should, if possible, be sent in the container in which 
they were deposited, as transferring them is both difficult 
and dangerous. They are best obtained in the morning 
before breakfast. The time of day should be stated on the 
label. } 

It is difficult to obtain a sputum specimen from a child, 
as the material is usually swallowed. If the child is held 
face downward when it coughs, over a basin, some of the 
sputum may be caught. Or take a fairly long cotton ap- 
plicator and, using a tongue-depressor, touch the back of the 
throat with the dry applicator. This will usually produce 
cough and a discharge of secretion which may be caught on 
the applicator. Drop the applicator carefully into a sterile 
test-tube, and close with sterile cotton. 

For throat cultures, see Chapter XIV. 

Specimens of blood are usually taken by a technician. 
A slight puncture may be made in the finger or the lobe of 
the ear. Or, in certain cases, blood may be taken from a 
vein at the bend of the elbow. The nurse may be asked to 
provide alcohol and small sponges for cleansing. 


CHAPTER VIII 


EXTERNAL APPLICATIONS 


Tue external application most frequently used is heat. 
Applied locally, it produces the following effects: (1) It 
increases the flow of blood to the part, and thereby promotes 
the local circulation and absorption of waste products; 
_(2) it brings leukocytes to the area and promotes their ac- 
tivity; (3) it softens and relaxes the tissues; (4) 1t increases 
the activity of any bacteria present; (5) it may lessen con- 
gestion in another part by increasing the circulation in the 
part to which the heat is applied; (6) it promotes comfort. 

Heat is therefore used: (1) To relieve pain due to conges- 
tion and consequent pressure upon nerve endings; (2) to 
hasten the absorption of exudates and toxins, which also 
relieves pain; (3) to soften tissues and thereby promote 
circulation and elimination; (4) to hasten the formation of 
an abscess already started; (5) to induce sleep or relaxation 
by the production of bodily comfort. 

Heat is contraindicated when it is desirable to prevent the 
formation of an abscess, as in appendicitis, otitis media, ete. 
Therefore, never apply heat to the head or the right side of 
the piaonien without an order from a doctor. 

The first effect of excessive heat (water, 115° to 125° F.; 
air, 120° to 160° F.) is to contract the superficial blood- 
vessels. Heat is therefore used for the temporary control 
of bleeding. 

Moist heat is much more vigorous and penetrating than 
dry heat. Hot moist applications must, therefore, be used 
with great caution. 

Dry heat is commonly applied by the use of the rubber 
hot-water bag. Cans or stone jars may be used for warming 
beds. In private practice one must sometimes substitute 
a hot brick or stone, a plate of heavy porcelain, a bag of 
salt or sand, or a glass bottle. 
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A hot-water bag should not be filled more than two-thirds 
full. The top should be twisted or folded to expel the air 
before screwing in the stopper; it will then lie in the desired 
position. Dry the bag after filling, especially around the top. 
Test for leaks by placing it on a flat surface and pressing it 
with the hand. Turn the bag over and test the reverse side. 
(If a glass bottle is used, take care that it is not too full, 


Fig. 59.—Putting stopper in hot-water bag.—(From Aikens’ ‘Home Nurses’ Handbook 
of Practical Nursing.’’) 


and do not shake it; the hot vapor may blow out the cork 
or even cause the bottle to explode.') . 

Electric heating pads need special care. Do not allow 
them to become wet. If the covering of the connecting 


1A very careful teacher of nurses uses the following method: Fill 
the bag a little more than half-full of water. Place the stopper in 
position and give it two turns with the right hand. Grasp the bag 
just above the water-line with the right hand, then above that with 
the left hand, forcing the air out thoroughly. The right hand is now 
free to screw the stopper tightly in. Wipe around the stopper, turn 
upside down to test for leaks; lay across back of hand to test for tem- 
perature. Put on cover. 
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cord is worn through, there is danger of a shock or a fire. 
The heat given off from these pads increases steadily, so 
that there is danger of burning after they have been turned 
on for some time. 

Care with Hot-water Bag.—Nurses cannot be too often 
cautioned about the use of hot-water bags, since, despite 
warnings, accidents happen frequently. Resolve at the 
beginning of your career that no patient shall ever be burned 
by your action or neglect. ; 

Do not fill a hot-water bag from a faucet. Use a pitcher 
and test the heat with a thermometer. The most careful 
authorities say that a hot-water bag should be made a tem- 
perature of 120° F., 20 degrees higher than that of the body. 

Always put a cover on a hot-water bag before it goes to a 
patient. If no cover is available, use a towel, put on as 
follows: Place the bag at one end of the towel, fold over 
each side and tie the two towel ends around the neck of 
the bag; fold the free end of the towel up over the bag, 
carry it up over the stopper, cross the two corners and tie 
them around the neck. 

Do not put a hot-water bag outside a damp flannel or 
wet dressing without watching it most carefully. Dreadful 
burns have occurred when the heat was not very great. 

Do not pin a cover on a hot-water bag. 

Do not leave a hot-water bag in the bed with an unconscious 
patient unless by order of a doctor. If it is needed, place it 
outside the blankets. 

For a delirious, paralyzed, or very feeble patient, and with 
babies or ehilineh do not use a hot-water bag of more than 
115° F. Even then, inspect it frequently. 

Do not take a very sick patient’s word as to whether or 
not a bag is too hot. Heat applied for pain is often not much 
felt. 

Do not take risks. Be sure. 

Care of Hot-water Bags.—Those which are in frequent 
use should be emptied, drained, and hung upside down with 
the stopper out. If the stopper has become detached, re- 
fasten it at once with string or a narrow bandage, or it may 
be lost and the bag rendered useless. 
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Hot-water bags which are not in use should be drained 
till thoroughly dry, powdered inside with taleum, stoppered 
with air in them, and put into a covered box. 

Moist Heat.—Flannel wrung out of hot water is a con- 
venient method of applying moist heat. It is more penetrat- 
ing and often more satisfactory than dry heat. Such an 
application is called a fomentation, or stupe. 

Fomentations should be applied as hot as can be borne, 
but care should be taken that they do not burn. Olive oil 
or vaseline applied to the skin 
before a fomentation renders 
it less likely to burn and is 
more comfortable. 

Use heavy flannel. (A piece 
of an old blanket is one of the 
best things.) It should be 
large enough to make four 
thicknesses over the part to be 
treated. Do not use cotton ma- 
terial, no matter how heavy, 
as it will not hold heat. 

To wring fomentations, use a 
firm towel, or a stupe wringer 
(a piece of lght canvas or 
heavy muslin with a hem at 
each end through which a stick 
is run; to use, twist the sticks 
in opposite directions). Wring 
as dry as possible, so that it Ss. 
will not dr ip. Fia. 60.—Wringing fomentation. 

Carry the fomentation to 3 
the patient’s bedside in the wringer, and do not remove 
until ready to apply. Shake it out and try it against the 
inner surface of your arm. Spread it smoothly over the part, 
cover with one or two thicknesses of dry flannel and oiled 
muslin, rubber cloth or heavy paper, to keep in the heat. 
Place a bath towel over the whole. Or, one may place under 
the bath towel a hot-water bag, partly filled, not very hot 
(115° F.), if it is frequently inspected. 

9 
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If a hot-water bag is used, and the patient lies quietly, 
the fomentation may remain hot for nearly an hour. Do 
not remove until after another is wrung out and ready to 
apply. The change should be made as quickly and deftly 
as possible to avoid chilling. | 

Fomentations must be kept hot, or they are worse than 
useless. If allowed to become cool, you are not giving hot 
applications, but partly cool applications, and not getting 
the desired effect. 

Fomentations are rarely ordered for children, as they 
cannot be put on hot enough to be effective; it 1s very diffi- 
cult to keep them in place, and there is always danger of 
burning. 

If a patient is restless or turns frequently, a fomentation 
must be bandaged on; the sort of bandage depends upon 
what part of the body is being treated. 

When fomentations are discontinued, dry the part with 
a bath towel, sponge with cool water, and apply alcohol, 
oil, or vaseline to close the pores and prevent chilling. Give 
some additional protection for a few hours. Wash out the 
fomentation flannel with white soap and dry in the sun. 

Cold Applications.—Cold if applied locally has the follow- 
ing effects: (1) It causes contraction of the superficial blood- 
vessels and of the skin muscles (‘‘goose flesh’’); (2) it checks 
the nutrition of the part; (3) it checks bacterial growth and 
action; (4) it lessens the sensitiveness of nerve endings. 

Cold applications are therefore used: (1) To relieve in- 
flammation and congestion, as in pneumonia and appen- 
dicitis; (2) to check hemorrhage; (3) to prevent or reduce 
swelling; (4) to prevent the formation of an abscess, as in 
a tooth or the ear; (5) for the sedative effect in headache 
and other conditions; (6) to slow and quiet heart action; 
(7) to help reduce body temperature (ice-cap to head). 

Cold applications, to be effective, must be continuous. 
If a cold application has become warm, it is no longer 
what was ordered. 

Ice-bags constitute the usual method of applying cold 
locally. They need more watching than almost any other 
application. They cannot be filled very full on account of the 
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weight, and ice melts rapidly when in contact with a surface 
of as high a temperature as that of the human body. 

To break ice for an ice-bag use an ice-crusher, if one is 
available, so the pieces will be of even size; otherwise, put 
the ice into a stout canvas bag and pound it with a hammer 
or mallet; do not use ordinary cloth or a towel, as the ice 
tears it. Do not break ice with a pick in a refrigerator; 
sooner or later the sharp pick will puncture the lining and 
cause a leak. For an ice-bag of moderate size the pieces 
should be half the size of an egg. Unless the bag used is a 
very substantial one, it is wise to hold the ice for a second 
under the warm water faucet, to take off the sharp edges 
which may cut the bag. 

Press the air out of the bag and screw the top in place. 
Be sure there is a rubber ring under the cap. Test it for 
leakage of air, which a little later will mean leakage of water. 
Dry the outside of the bag. 

If two bags are being filled at one time, be sure that the 
covers do not get exchanged. A cover which does not quite 
fit usually leaks. 

Put a thin towel or four thicknesses of gauze between an 
ice-bag and the skin. Some authorities advocate the use 
of flannel covers. If the bag goes on the head, a cover is not 
necessary unless the hair is thin or there are bald spots. 

Ice-bags usually need to be bandaged in place, or fastened 
in some way. 

If an ice-bag feels heavy to a patient, suspend it by a 
bandage from a bed cradle placed over the part, fastening 
it so that it will just touch the skin. 

If a cold application is long continued, or the skin becomes 
wet, there is a possibility of frost-bite. This is as serious as 
a burn. To prevent it, apply cold cream or white vaseline 
to the skin and massage it in gently several times a day. 
If the skin becomes a deep red color, omit the ice-bag and 
notify the doctor. 

When an ice-bag is not available, one may use as a sub- 
stitute a hot-water bag filled with finely crushed ice, a bathing 
cap, a sponge bag, a rubber glove, a piece of rubber sheeting, 
or oiled silk; any of these will need watching for leaks. 
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It is possible to apply ice wrapped in a towel, but it very 
soon begins to drip. 

When an ice-bag has been discontinued, dry the skin sur- 
face. Empty the bag, shaking it to remove as much moist- 
ure as possible. Dry the interior with a towel or used gauze, 
fill with air, and screw the cap tightly in place; or pack the 
bag with a long piece of toilet paper, to absorb the moisture 
and keep the surfaces of the bag from adhering. If two wet 
rubber surfaces are left long in contact, they may be almost 
impossible to separate and the bag will be torn. 

Take care of the tops of ice-bags. They are easily lost, 
or the washers lost. If screwed in without great care, the 
thread of the screw becomes bent and the bag leaks. 

Cold compresses are continuous applications, and de- 
mand the entire attention of one person. They must be 
changed every few minutes if they are to remain cold. The 
material used should be thin, so that evaporation Ty aid 
the cooling process. 

Cold compresses should be thin, and of linen or cotton. 

Hot applications should be thick, and of wool. 

Cold cloths for the head should be of four thicknesses of 
gauze, or a very thin handkerchief. Wring out of ice-water, 
so that they do not drip, and change at least every two 
minutes. Patients may apply these themselves, or a relative 
may do it. 

A cold compress for the throat is made of a number of 
thicknesses of soft cotton material, wrung out of ice-water, 
covered with dry flannel and left in place. 

Poultices (also called cataplasms) are warm, moist appli- 
cations, not as much used as formerly. They are usually 
made of flaxseed (linseed) meal, as it holds heat longer and 
is more agreeable than some other substances. 

Needed: 


Flaxseed meal. 

Hot water and means of boiling. 

Saucepan with a handle. 

Stiff-handled spoon. 

Poultice cloth of two thicknesses of gauze, or any very thin material, 
cut a little more than twice the length and breadth of the 
finished poultice. Have it too large rather than too small. 
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Have a sufficient quantity of water boiling in the sauce- 
pan. Sprinkle into it the linseed meal, stirring constantly 
to prevent lumps. Let it cook gently; when it does not 
string from the spoon, but drops in chunks, it is done. 
Two or three minutes is ample. 

Remove from the fire and beat with the spoon until it is 
light and a good deal of air is incorporated into it; or add 
a spoonful of baking soda, which causes CO, to form and 
makes it light. A light poultice feels more comfortable and 
remains hot longer than a soggy one. 

Pour on the spread-out poultice cloth, which should lie 
on a wooden surface (not varnished), not on marble, zinc, 
or glass. Protect with a folded newspaper if necessary. 
Spread the poultice nicely with the spoon, making square 
corners, having it at least 4 inch thick. Fold the cloth 
over the surface of the poultice from two opposite sides, 
then from the other two. 

Fold or roll it, wrap in a bath towel, and carry to the 
patient. Try the heat of a poultice against the inside of 
your arm before applying it. 

Other materials used for poultices are mustard and flax- 
seed meal, rolled oats and bran, bread and milk, potato, 
starch, hops, etc. There is no virtue in any particular 
material. 

The saucepan in which a poultice has been made should be 
promptly filled with cold water. It need not always be 
washed between times if it is kept from drying. 

Poultices applied to the chest or abdomen are usually 
changed every hour, unless the patient can bear the weight 
of a light hot-water bag over them. Smaller poultices need 
to be changed every fifteen minutes, every half-hour, etc., 
according to their size. They may need to be bandaged 
in place. 

When poulticing is discontinued, wash the area with warm 
water, dry, and rub with alcohol. Protect against chilling. 

Antiphlogistin is a mixture of a fine clay, glycerin, and other 
substances. It is used in place of a poultice. There are two 
methods of applying it: (1) Warm the antiphlogistin by 
setting its container in hot water; with a spatula or wide, 
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dull knife, or wooden tongue blade, spread it thickly over 
the surface to be treated, directly on the skin. Cover with 
a thick layer of cotton and bandage in place. Leave for 
twenty-four hours, when it can be peeled off by carefully 
removing the cotton, taking the antiphlogistin with it. 
(2) Warm the antiphlogistin as above, and spread it on 
cloth, as in making a flaxseed poultice. Apply as warm as 
the patient can stand it, and change when it becomes cool. 
A hot-water bag may be put over it. 

When removed, wash the skin with soap and water, dry, 
and rub with alcohol. 

Counterirritants are very ancient forms of treatment, the 
action of which is not yet well understood; it is thought to 
be due to the stimulation of the sensory nerve endings, the 
withdrawal of blood from the deeper tissues, and the psychic 
effect. 

The standard for judging the application of counter- 
irritants is that the skin should be well reddened, but not 
blistered. (Blistering is an ancient form of counterirritation, 
little used now.) 

The commonest counterirritant is mustard. Its action 
is due to its essential oil; this oil is volatile, however, and 
easily driven off by heat, therefore all mustard applications 
are made with lukewarm, not hot water. For the same 
reason, do not use mustard which is old. Mustard is applied 
as a poultice, a plaster, or mixed with cold cream. 

Mustard plasters or “‘leaves”’ are dry preparations spread 
on cloth, purchased ready to apply. Wet the mustard sur- 
face with warm water, place one thickness of gauze over it, 
and apply. Leave till the skin is well reddened. 

Mustard Poultice (sinapism).—Mix thoroughly in a bowl | 
one part of ground mustard and six parts of wheat flour. 
For children, use less mustard; for men, usually more. Wet 
the mixture with warm water, vinegar, or white of egg, and 
stir till it makes a smooth paste, not too thin. The vinegar 
or white of egg will prevent any possibility of blistering with 
ordinary skins. Spread the paste thinly over two layers of 
gauze or thin muslin, and fold in nicely, like a flaxseed poul- 
tice. 
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Mustard is left on from five to twenty minutes, rarely 
longer, and removed as soon as the skin is well reddened. 
After removal, wash the skin with soap and water, rub with 
cold cream, and apply talcum. 

Turpentine Stupes.—These are more vigorous in their 
action than fomentations. They are used chiefly on the 
abdomen, for flatus. They are prepared: (1) To a quart of 
hot water add a teaspoonful of turpentine and mix well 
while you immerse a flannel fomentation cloth. (Turpen- 
tine does not really mix with water, and there is always 
danger of large drops of turpentine being found on the stupe.) 
(2) Rub the surface to be treated with a mixture of one part 
turpentine to four parts olive oil, and put over it a fomen- 
tation wrung out of hot water. This is much safer than the 
first method. 

Never sprinkle turpentine on a fomentation flannel, as 
it is sure to make small blisters. If the skin appears to be 
burned after a turpentine stupe, apply alcohol as an antidote. 

Tincture of iodine is used as a counterirritant. It is 
applied by painting on, and allowed to dry. Use a camel’s 
hair brush (which must be washed out afterward) or a cotton 
applicator: Do not have it very wet, as iodine ‘‘runs”’ 
badly. Outline the area with cold cream or white vaseline 
applied with a bit of gauze over the tip of the finger. Paint 
with smooth, even strokes, covering the surface. Do not 
go over it a second time. 

If an application is to be made a second time on the 
same place, make the strokes at right angles to the first. 
There is always danger of blistering a sensitive skin with 
iodine; therefore it is sometimes used half-strength. If 
it smarts very badly, use alcohol to relieve. 

Liniments are applied by rubbing, usually for the relief 
of pain. They contain camphor, ammonia, chloroform, 
etc., some drug which is slightly irritating. The basis is 
often soap, which facilitates the rubbing. 

Ointments are applied to the skin: (1) To relieve or cure 
irritation or a skin disease; (2) as a protective; (8) to be 
absorbed as medication. (See Chapter XII.) 

Nurses commonly apply too much ointment. Even when 
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used as a protective, a thin coating is quite sufficient; too 
much means that it is applied to bandages, clothing, and 
bedding rather than to the patient. 

Have the skin clean. Spread the ointment smoothly, 
using a small gauze sponge. (A wooden spatula may be 
used to take ointment from a box, but not for spreading 
it on the skin.) Cover with soft cotton cloth or surgical 
lint, not gauze, a thin layer of cotton, and bandage not too 


Fic. 61.—Mask for ointment to face. 


tightly. Sometimes a better effect is gotten if the part can 
be left without a dressing, but this is rarely practicable. 

If the ointment is applied to head or face, a cap or mask 
is worn. With children it is usually best to use a large piece 
of soft cotton cloth, cut holes for eyes, nose, and mouth, 
and fasten it at the back of the head and neck. Try it on 
before the ointment is applied and mark with a pencil where 
the holes are to be cut, or it will not fit. 
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Plasters (medicated) are not much used in hospital prac- 
tice. If ordered, warm on the radiator, remove the thin 
protecting cloth, and apply smoothly. 

Ironing is an easy and good method of applying heat 
locally. It is usually done to relieve muscle pain. Use an 
ordinary flatiron; if it is an electric iron, be careful that it 
does not get too hot. 

Dry the skin and place over it one or two layers of wool 
flannel. Pass the heated iron back and forth over the area, 
regulating the pressure according to the patient’s feelings. 
Look under the flannel from time to time to see that the 
skin is not being burned. Continue for about twenty min- 
utes. 

Cupping is a method of bringing blood to the surface by 
the use of the principle of a vacuum. One or more cups from 
which the air has been partly exhausted, either by heat or 
by a rubber bulb, are applied to the skin. The blood in 
the body tissues endeavors to enter the partial vacuum thus 
created and so comes to the surface. The treatment is 
rarely used. It is best taught by demonstration. 

“Wet’’ cupping is done by scarifying (scratching) the skin 
with a knife, so that when the cups are applied, the blood 
oozes through. — 


CHAPTER. 1% 


PULSE. TEMPERATURE. RESPIRATION. 
CHARTING 


OBSERVING and recording the ‘‘three vital signs,’ pulse, 
temperature and respiration, are some of the nurse’s most 
important duties. — 


PULSE 


Pulse is the expansion and contraction of an artery, due 
to a wave of blood forced through it by the contraction 
(systole) of the heart. The pause between the beats is due 
to the relaxation of the heart (diastole). 

Pulse may be felt wherever an artery of any size comes 
near to the surface of the body, and lies over a bone or some 
firm tissue. Its force and distinctness may depend upon 
the size of the artery and its nearness to the surface, but is 
primarily dependent upon the action of the heart. 

The condition of the pulse is a valuable guide to the phys- 
ician, and affords ready and accurate knowledge of the state 
of the heart. 

Normal pulse may vary considerably. A nurse should 
know whether a given variation is due to a natural cause or 
to disease. Taking 75 beats per minute as the standard 
for the average man, and 80 beats per minute for the aver- 
age woman, pulse varies as follows: 

1. With Age.—Children have pulses faster than adults. 
A newborn baby’s pulse is 120 to 140; that of a child of 
three years, 100; of a child of ten, 90, etc. 

Elderly persons have slower pulses, 60 to 65 being com- 
mon. Very old people may have rapid pulses. 

2. With Position and Exzercise.-—Running or rapid walk- 
ing, or active exercise of any sort, accelerates the heart 
beat, making it temporarily 100 to 130. Pulse is 5 to 10 
beats higher while standing than sitting, and 5 to 8 beats 
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less when lying down. Pulse taken lying or sitting is stand- 
ard. <A patient should therefore not be allowed to stand 
when the pulse is being counted, since it would register too 
high for exact comparison. 

3. With Emotion.—Anger or fright, or sudden joy in- 
crease the pulse rate. ‘Nervousness’ may have the same 
effect. 

If a patient’s pulse is high without apparent cause, and 
the nurse suspects an emotional reason for it, it should be 
taken over again fifteen minutes later, and compared. 

‘4. With Personal Peculiarity—Some persons have in 
health a naturally slow pulse, 50 to 60 per minute; others 
have a naturally high pulse, 90 to 100. 

5. With Temperature.—Pulse rate increases or decreases 
with the body temperature, rising or falling about 10 beats 
to a degree of temperature. If the pulse is 70 with a normal 
temperature, 98.5° F., it would be 80 to 90 at 100° F., 110 
to 120 at 102° F., 120 to 130 at 104° F. 

6. With Disease.-—Diseased conditions influence the ratio 
between pulse and temperature, so that the normal is not 
always maintained. It is possible to have a high pulse with 
a normal temperature, or a slow pulse with a high tempera- 
ture; but such variations are usually serious symptoms. 

Extremes.—In adults an alarmingly slow pulse is 50 or 
below. Below 50 is very unusual, but 40 and 45 have been 
observed. A slow pulse is rarely serious; it is usually of good 
quality. | 

An alarmingly high pulse is 120 or above. Pulse rarely 
goes above 160, but in some conditions, notably tachycardia 
(rapid heart) and exophthalmic goiter (Graves’ disease), it 
may go to 200; 240 has been reported. A rapid pulse is 
nearly always weak, and indicates struggle on the part of 
the heart; it is therefore serious. 

Very rapid pulses cannot be counted accurately except 
by means of the stethoscope. Place it in the fifth intercostal 
space, slightly below the left nipple. 

Counting Pulse.—For convenience, pulse is _ usually 
“taken” at the wrist, in the radial artery. It may also be 
felt plainly in the carotids, just inside the sternomastoid 
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muscles; in the temporal arteries, and in the facial. In 
obstetric cases, one may feel the abdominal aorta while 
holding the uterus. : | 

Wrist Pulse-—To find the radial artery, place the first 
two fingers, never the thumb, on the inside surface of the 
patient’s wrist, just below the root of the thumb and just 
over the edge of the tendon which goes to the thumb. If 
it is not readily found, slide the fingers up or down a little, 


Fic. 62.—Taking pulse, temperature, and respiration.—(From Reid, Hoffman, Jennings, 
and Reed, ‘‘Nursing Procedures.’’) 


as the exact point where the artery comes to the surface 
varies in different individuals. 

See that the patient’s hand lies in a comfortable and re- 
laxed position. Do not allow it to be held up. 

This artery is sometimes smaller in one wrist than in the 
other, making the pulse seem weaker; compare the two 
wrists if the pulse seems of poor quality. With fleshy patients 
it may be difficult to find the artery, because it is deep in; 
a little more pressure will usually find it. 
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A baby’s pulse is best counted while it is asleep. It 
may be felt at the wrist or the temple. 


Fic. 63.—Sphygmogram of the normal radial pulse: a—b, Upstroke; b-e, down 
stroke; b, apex; c, predicrotic (tidal) wave; d, dicrotic (recoil) wave. (Tracing by 
Dr. G. Bachmann.) 

Quality of pulse is far more important than rate. It 
takes much experience and observation to judge quality, 


Fie. 64.—High tension pulse. (Tracing by Dr. G. Bachmann.) 


and even after some years of pulse-taking, one may still 
find something to learn. 


Fic. 65.—Low tension pulse. (Tracing by Dr. G. Bachmann.) 


Do not permit yourself to count a pulse without observing 
its quality and trying to describe it. 


Fic. 66.—Irregular pulse.—(Tracing by Dr. G. Bachmann.) 


Points to be observed are force, volume, tension, and 
rhythm. 
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In normal pulse the artery should feel firm, smooth, and 
elastic, the tension should be moderate, and the pulse be 
not obliterated by moderate pressure. The wave should be 
medium, each beat of equal force, and the intervals between 
the beats of equal length. 

Pulse may be described as full, thin; hard, compressible; 
bounding, weak; wiry, soft; irregular or flickering, regular; 
sluggish, vigorous, and so on. 

Note whether the artery seems full of blood or whether it 
seems to contain only a small stream. 

Note the character of each pulsation, whether the rise is 
sudden or gradual, whether the fall is abrupt or gradual. 

Note high or low tension. 

Note whether each beat is distinct and clear cut or 
whether the beats are inclined to run together. 


Fia. 67 .—Dicrotic pulse.—(Tracing by Dr. G. Bachmann.) 


Note any irregularity in beat. Slight irregularities may 
be detected by counting in quarter minutes and comparing. 
An irregular pulse is one which is uneven, where the beats 
vary in force and length. 

Note whether any beats are dropped. This sort of a pulse 
is called antermittent. 

Watch for a dicrotic pulse, a double beat, the second part 
being of less force than the first. 

Nurses are sometimes asked to take and record blood- 
pressure. For methods, see Chapter XIX. 


TEMPERATURE 


Temperature is perhaps of less importance than pulse, 
yet it is of vital significance, since slight changes may 
indicate important changes going on in the body. 

In health bodily heat is not dependent upon the tem- 
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perature of the surrounding air, but remains the same in all 
seasons and in all climates. 

Bodily heat is produced largely by oxidation of food sub- 
stances. A small amount of heat is also produced by the 
friction of muscular movement and the circulation of the 
blood, by taking hot foods and drinks, and from the sun and 
warm air. 

Bodily heat is lost by (1) radiation from the skin (73 per 
cent.); (2) evaporation from the skin (14 per cent.); (3) in 
air expired from the lungs (11 per cent.); (4) urine and feces 
discharged (2 per cent.). 

Bodily temperature is the balance between heat production 
and heat loss. 

In health temperature varies less than a degree. It is 
usually lowest between two and five in the morning and 
highest between eight and ten in the evening. 

The normal temperature of the body is 98.5° F. (36.8° C.), 
or about 98° F. in the morning and 98.8° F. at night. 

Subnormal temperature indicates a lowering of vitality 
from some cause. <A person in apparent health may have a 
subnormal temperature, but in some way he will be found 
not quite up to the mark. Young babies often have sub- 
normal temperatures. 

Temperature above normal usually indicates some active 
process of disease going on; the activity or virulence is 
judged by the height of the temperature. 

Range of Temperature.—In ordinary diseased conditions 
there is only about 10 degrees variation of temperature, 
from about 96° to 106° F. It is possible for temperature to 
be as low as 93° F. or as high as 107° F., but these extremes 
are rare. 

In sickness the daily range of temperature is important. 
A temperature which runs from subnormal to moderate 
fever may be more significant than one which persistently 
runs higher. 

Low Temperature.—Temperature of collapse is given as 
95° F., but this may indicate simply alow state of vitality. 
Even if the patient seems in good condition, however, he 
should be watched when he has an extremely low tempera- 
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ture; hot bottles, hot baths, hot packs, and hot drinks, or 
stimulants are indicated in these cases. It is often more 
difficult to raise a subnormal temperature than to lower a 
high one. 

Fever.—A temperature of 100° to 103° F. is considered a 
moderate degree of fever. Over 103° F. is high fever. 

Just what happens when the temperature rises or falls is 
not known. Several theories have been advanced, but none 
have been proved. 

In ordinary cases temperature rarely goes higher than 
105° F., but it may go to 106° .F., or in children to 107° F., 
and the patient still recover. Temperature sometimes rises 
very high just before or just after death; this is supposed to 
be due to chemical changes taking place within the tissues. 

In one condition only, sunstroke, does temperature go 
higher than this, to 109° F. or over. It is fatal if allowed to 
continue. 

A few authentic cases of very high temperature, 110° to 
120° F., are on record as hysterical or nervous temperatures, 
but most cases of the sort are open to suspicion of fraud or 
mistake of some kind. 

When temperature goes as low as 96° F. it is considered 
alarming, 7. e., should be immediately reported. 

Temperature of 104° F. or over should be promptly re- 
ported, unless it has been of daily occurrence. 

The Clinical Thermometer.—The thermometers which 
are used in the sick-room are made so that the mercury will 
remain at the highest point reached! and must be shaken 
down before they can be used a second time; this is best 
done just before a temperature is taken. Rectal thermom- 
eters have larger, rounded bulbs. Thermometers with red 
or blue bulbs are used for contagious or special cases. 

Taking the Temperature.—For convenience the tempera- 
ture is taken in the mouth. It may be taken also in the 
groin, the axilla (armpit), the rectum, or vagina. Axillary 
or groin temperatures, being of the surface of the body, are 
a trifle lower than that of the mouth—about two-fifths of a 
degree. Rectal or vaginal temperatures, being more nearly 

1 There is a constriction of the mercury tube just above the bulb. 
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that of the interior of the body, are a trifle higher—about 
two-fifths of adegree. For example, normal temperature may 
be 98.4° F. by mouth, 98° F. by axilla, 98.8° F. by rectum. 

The temperature tray varies in different hospitals. It may 
be as follows: 


Glass of solution, with bit of cotton in bottom, containing thermom- 
eter. (Solution should come to within an inch of top of thermom- 
eter.) 

Glass of solution similar, for used thermometer. 

Glass of clear water, tepid or cool. 

Jar of wipes, gauze, cotton, or soft paper. 

Dish or paper bag for used wipes. 

- Vaseline or glycerite of starch. 


Procedure: Temperature by Mouth.—Wipe the solution off 
thermometer, rinse in clean water, and wipe again. Shake 
thermometer down to 95° F. 

Place thermometer in patient’s mouth, with bulb under 
side of tongue. 

Have patient keep lips closed for two minutes. 

Count his pulse and respiration. 

Remove thermometer and read. 

Wipe off and place in used thermometer glass. . 

Record temperature, pulse, and respiration. 7 

(In a ward two or three temperatures may be taken at 
one time.) 

By Rectum.—(This is the most reliable method.) 

Turn patient on side. | 

Rinse and wipe thermometer, shake down to 95° F. 

Lubricate bulb. 

Insert in rectum by sight until you can feel it slip past 
the internal sphincter (about 14 inches). Patients who are 
reliable and not very ill may insert the thermometer for 

themselves. 
Let it remain two minutes,! steadying it if it tends to slip 
out. 

Take pulse and respiration. 

Remove thermometer, read and wipe with soft paper, 
cleaning thoroughly. 


1 The length of time depends upon the quality of the thermometer. 
Let a thermometer marked one minute remain in place two minutes. 
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Do not place in glass with mouth thermometer. 

With a baby, the thermometer must be held in place, as 
it may be broken. It is best to hold the baby across your lap. 

By Axilla.—Pull sleeve away from armpit. 

Place thermometer deep in axilla and have patient drop 
arm to side, holding it strongly against the chest, usually 
with hand across to opposite side of chest. 


Fic. 68.—Taking rectal temperature in a child.—(From Kerr, ‘‘Diagnostics of the 
Diseases of Children.’’) 


Place your hand on that arm to remind him that it must 
remain in position (most patients ‘forget’ after about one 
minute). 

Leave thermometer five minutes. Take pulse and respi- 
ration meanwhile. 

Remove and cleanse. 

To take a temperature in the groin place thermometer, 
and have patient place one knee over the other to hold it 
in place. Keep your hand on the knee to remind him. 
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Care of Thermometers.—Thermometers should not be 
left in the sun nor very near a radiator, stove, or light, as 
the mercury might be sent higher than the scale of the ther- 
mometer and the instrument bursted. 

To shake a thermometer down, hold it firmly with two or 
three fingers and the thumb, the bulb end being free and 
downward; give it a quick jerk, the motion being made as 
much as possible from the wrist. Do not let the mercury 


Fic. 69.—Taking temperature by axilla. 


go too low nor into the bulb, as it may be impossible to get 
it up again. 

Thermometers should be washed in cold, running water, 
before and after use, and wiped on a clean bit of cotton or 
gauze. The rule for cleaning and disinfecting a thermom- 
eter should be—never offer to a patient a thermometer 
which you do not think clean enough to put into your own 
mouth. , 

Points.—If for any reason a patient cannot or does not 
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keep the mouth closed, the temperature should be taken by 
some other method. 

Be sure that neither a hot drink nor a cold one has been 
taken within fifteen minutes. 

Do not take a temperature within an hour after a full 
meal, as it will be found higher than it would be otherwise. 

Do not take a temperature by mouth if the patient has 
been lying with the mouth open. 

Do not attempt to take temperature by mouth in chil- 
dren, in delirious or unconscious persons, in one who coughs 
much, has difficulty in breathing, or who cannot breathe 
well with the mouth closed. In such cases the reading is 
likely to be incorrect. 

If by any means a thermometer is broken while in the 
mouth, have the patient spit out the mercury or any pieces 
of glass, or remove them with your fingers. The mercury, 
if swallowed, will probably do no harm. The broken glass 
is dangerous; feed the patient bread or potato. Report at 
once to the doctor, even if you feel sure that nothing was 
swallowed. 

If a thermometer is broken in the rectum, find the pieces. 
Report the matter to a doctor. | 

If you find fecal matter on the thermometer after taking a 
rectal temperature, the reading is probably incorrect. Re- 
move the feces by having the patient use the bed-pan, by 
giving an enema, or by the finger covered with a rubber 
cot; then take the temperature again. 

For a vaginal temperature the bulb need not be oiled; it 
should be placed by opening the labia gently with the fingers. 

There are several different ways by which patients who 
are so inclined may make a thermometer give an incorrect 
reading, either too high or too low. It is therefore wisest 
to keep all patients under observation while the thermom- 
eter is in position. 

If a temperature seems unusually high or unusually low, 
take it again; or use another thermometer; or if it was a 
mouth temperature, take it by rectum. 

A sudden drop or a sudden rise in temperature should be 
promptly reported, 
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RESPIRATION 


Respiration is ‘the sum total of the processes by which 
the body obtains oxygen and gets rid of CO..”’ A breath, 
or respiration, includes an inspiration (filling the lungs with 
air) and an expiration (exhaling or breathing out). This 
causes the chest and usually the abdominal wall to rise and 
fall. 

Normal respiration in adults is 18 to 20 breaths per 
minute. Women breathe about 20 times per minute, men 
18. Children breathe more rapidly, old persons slightly 
slower. Newborn infants breathe 30 to 60 times per minute. 

Variation in Respiration.—The rate of respiration is in- 
creased by emotion, exercise, position, etc., much as pulse 
rate is. It is also under the control of the will. In health 
respiration and pulse follow each other very closely up and 
down. 

The ratio of respiration to pulse is one breath to four 
heart-beats. In diseases of the lungs or bronchial tubes and 
in some heart difficulties the respiration is high in proportion 
to the pulse and temperature. In brain diseases or injuries, in 
uremia, and in meningitis the respiration may be very slow. 

A respiration as slow as 12 per minute is alarming. 

A respiration as high as 40 per minute is alarming. 

A respiration of 14 should be reported, and one of 25 or 
over, if it is a new symptom. 

Respiration has been known to go as high as 90 per 
minute, and as low as 6 per minute. Lower than 10 per 
minute or higher than 60 is unusual. 

Counting Respiration.—Respiration should be counted by 
watching the chest, never by putting the hand upon it (unless 
you are sure that the patient is unconscious). Hardly any- 
one can breathe regularly and normally when he knows that 
he is being watched. The best way is, therefore, not to let 
the patient know that his respiration is being counted. It 
may be done while you are holding the wrist for the pulse, 
observing the chest either just before or just after the pulse 
is counted. See that there is not too much bedclothing over 
the chest, or at least that it is smooth. Respiration may be 
visible at the upper part of the chest or at the lower, or it 
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may be abdominal. Men and children usually breathe 
abdominally, women with the upper part of the chest. 

Quality of Respiration.—This is of as much importance 
as the count and should always be noted. 


Fia. 70.—Cheyne-Stokes respiration.—(From Howell’s ‘‘Text-book of Physiology.’’) 


Respiration may be deep or shallow; regular or irregular; 
smooth or intermittent; noisy or quiet; easy or difficult. 
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Fia. 71.—Temperature chart of lobar pneumonia.—(From Paul’s ‘‘Ferer Nursing.”) 


Difficult breathing is termed dyspnea. It may be wheezy, 
moaning, rattling, sighing, etc. Stertorous respiration is deep 
and snoring. 
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Cheyne-Stokes respiration is characteristic, and is con- 
sidered a forerunner of death. It may be normal in count, 
but begins with very shallow and quiet breaths, becoming 
gradually deeper and noisy, subsiding, then rising again. 
The cycle is completed in one or two minutes. It is not a 
common thing, but the nurse should be able to recognize it 
when it occurs. 

Points.— Never take a temperature without also taking both 
pulse and respiration. 
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Fie, 72.—Four-hour chart of temperature, pulse, and respiration.—(Courtesy of Massa- 
chusetts General Hospital, Boston, Mass.) 


Pulse and respiration should sometimes be counted more 
frequently than ordered. 

In heart cases the nurse should feel the pulse nearly every 
time she comes to the patient’s bedside, every hour at least. 

In freshly operated cases, the pulse should be counted 
every five minutes until consciousness is regained. This rule 
should also apply to obstetric cases which have had an anes- 
thetic. 

In brain cases the respiration should be carefully watched. 


152 THE TECHNIC OF NURSING 


In newborn babies the breathing should be observed every 
fifteen minutes for the first few hours. 

Remember that every diseased condition has its char- 
acteristic pulse and respiration. 

Clinical or graphic charts are usually kept for all patients. 
These are made in various forms; they usually include 
record of temperature, pulse, and respiration. There may 
be a separate portion of the sheet for each, or pulse and 
respiration may be put together and respiration noted in 
figures at the bottom, or a different color may be used for 
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Fig. 73.—Baby’s weight chart. 


pulse. The record may be for twice a day or for every four 
hours (rarely every two hours or every three hours). The 
midnight time is usually in red. 

These charts are valuable since they give a graphic 
presentation of the pulse and temperature far better than 
it can be done by written figures. Often some fine point in 
the case is discovered by their means which would other- 
wise have been overlooked. 

Each hospital has its own method of keeping these charts. 
The beginner can best learn by watching another nurse. 
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The dots on a graphic chart should be made neat, round, 
of uniform size, large enough to be clear. The connecting 
lines should be light and straight. (Use a ruler if necessary.') 

Weight Charts.—These are kept for babies, often for chil- 
dren, and occasionally for adults. They are similar in appear- 
ance to temperature charts, and are kept upon the same 
principle, the line indicating whether the child’s weight is 
increasing or diminishing. A dot and a short line each day 
includes all the work required to keep them. ‘They are 
interesting and valuable both to doctor and nurse. 

Bedside records are kept for all acutely ill patients. They 
should not be omitted without a doctor’s order. They are 
valuable: 

To the hospital. 

As a record of work done in each individual case. 

To the physician. 

To show what has been done throughout the case. 

To show what the patient’s condition has been. 

To refer to weeks, months, or years later, when he wishes 
to look up the details of a case. 

To the nurse. — 

To serve as a memorandum of what she has done and at 
what time. | : 

Points.—Be exact in your statements. Test them for 
truthfulness. 

Records should always be printed, not written. Writing 
is difficult to read and distinctly discouraging to a busy 
doctor. The advantages of printing are accuracy, legibility, 
neatness, and uniformity. 

Make sure that the heading of each sheet is filled out, at 
least with the patient’s name, the physician’s name, the 
nurse’s name, and the date. Remember that one leaf of 
the record may become displaced or lost and that without 
the heading no one will know where it belongs. 

See that names are spelled correctly, and that they are 
given fully enough to identify the patients. “Mrs. Smith’’ is 


1 Tn using a ruler to draw ink lines, place it with the sharp edge upper- 
= free from the paper. An inked pen resting against this will not 
ot. 
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insufficient, but ‘‘“Mrs. E. Smith’ will serve for identifica- 
tion. 

Always record the hour, and whether it is A. M. or P. M. 
Many hospitals have the night record put in red ink in order 
that it may be the more easily distinguished. 

If there is a doubt about a thing which you record, place 
a question mark after it. Thus, a pulse recorded “140 te id 
means that the nurse was not sure of the exact count. 

If a remark concerning any item can be put into the 
column with the item, it will be more readily seen. 

Record temperature in tenths, writing it either as a decimal 
(98.6), or as a smail figure a little above the line (98°). 

Never record pulse and temperature taken at the regular 
hour without the respiration. 

Use full names in recording medicines. Bis. should not be 
written when bismuth subnitrate is meant; nor should 
cod. be recorded when cod. sulph. or cod. phos. was given. 
Remember that your record may at any time be called into 
question, and that the statements on it should be exact as 
you can make them. 

Always record the dose of medicine given. You might be 
liable to accusation of having made a mistake if this is not 
done. 

Make your statements so clear that they cannot be mis- 
construed. 

Use dignified language. 

Latin and English.—In all instances, especially in recording 
medicines, use all Latin or all English names. Do not 
write Mag. sulph. one day and Epsom salts the next. Do 
not mix Latin and English, as oil and ricini; it is either 
ol. ricini or castor oil. 

Be neat. This is of prime importance in the keeping of a 
record. Several nurses may record items on the same sheet, 
and each should see to it that her part is not the occasion 
for criticism. One may not be able to print beautifully, but 
one can always do it neatly. 

Use all the space needed to make the record clear. Do 
not put on the same line things which occurred or were done 
at different times; on the other hand, do not skip lines. 
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Do not use ditto marks. , 

Do not erase. If a mistake is made, draw a line through 
the word or words and make the correction below, or copy 
the entire sheet. An erasure may be construed as an attempt 
to falsify, and a record which shows one is not accepted in 
a court of law. 

What to Record.—The young nurse finds it difficult to 
know what to record and what to omit. She may be told 
“out down everything you do,” only to find that the greater 
part of her work, bed making, back-rubbing, tidying up, 
and other things which take hours of time are not to be 
recorded. The rule is: Put on record everything that you 
would tell the doctor, head nurse, or nurse who relieves you. 
This rule should be unvarying. 

Nurses err in recording too little rather than too much, 
and the record so far loses its value. It is not uncommon to 
look over a patient’s record and yet be unable to tell whether 
he slept well, whether or not a physician saw him, what sort 
of food was served him, whether or not he ate it, whether 
or not he was suffering, when a wound was dressed, and many 
other matters which might have an important bearing on 
his case. A record should be so complete that no explanation — 
vs needed. : ) 

Observations to be recorded': 

Nausea—time and severity, cause if known. 

Vomiting—whether before or after food, drink, or medi- 

cine; amount, color, consistency, odor, material vomited, 
food, bile, blood, etc. Cause, if known. 

Stools—color, consistency, amount. Any unusual appear- 
ance, blood, mucus, black feces, etc. Whether the 
stool was the result of an enema. In surgical cases 
whether or not any amount of flatus was passed. 

Abdominal distention—time, amount, pain. Measure for 
relief and results. 

Urine—amount in all acute cases. Record as “q. s.” if 
normal in amount. Color, if unusual. Sediment, blood, 
pus, etc. If obtained by catheter. 

Dyspnea. 


1 Most of this tabulation is from Bellevue ‘‘Nursing Procedure.” 
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Cheyne-Stokes breathing. 

Cough—time, continuance (whether frequent, long con- 
tinued, etc.). Severity. 

Expectoration—amount (drams or ounces), color, con- 
sistency, odor, Special constituents. 

Nourishment—diet allowed. Amount eaten (not amount 
served). Appetite. 

Surgical dressings done and by whom. 

Medication by mouth, rectum, hypodermic, etc. Refusal 
by patient. 

Pain—location, time, duration, character (describe accu- 
rately). Measures for relief and results. 

Perspiration—time, profuse, or slight. 

Rash on skin—time of appearance, character, color, size, 
etc. Whether painful or itching. | 

Discoloration of skin—jaundice, etc. 

Presence of pressure sores. 

Menstruation—begun or ceased, pain accompanying. 

Vaginal douches. 

Irrigations—colonic, eye, ear, nasal, throat, etc. 

Sleep—amount and character, cause of wakefulness. 

Restlessness. 

Stupor or coma. 

Delirtum—describe. Restraint measures used. 

Hiccough, if persistent. 

Convulsions—when and where. Length by the clock. 
General or partial, parts of body involved. Tonic 
or clonic. 

Chills—severity, length by clock. Temperature after 
chill. 

Time of going to operating room and return. 

Any accident occurring in ward, apparent cause, by whom 
seen. 

Many hospitals require a record of the visit of the attend- 
ing physician or surgeon. 


vs : 
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PRINTING 


Very few hospitals now permit their records to be written, 
but insist upon their being printed. The advantages of 
printed records are (1) accuracy, (2) legibility ; also they 
look neater and are more uniform. 

The printing of hospital charts must be done in a style 
that is clear, and which can be rapidly done. No unneces- 
sary strokes should be made. Each letter should be per- 
fectly legible by itself and in combination. 

Printing can be done more rapidly if straight lines are 
used as far as possible and few curves made. Straight 
lines in printing also give more character and style. 

Back-hand printing covers any defects better than that 
which is straight up and down or has a forward slant. 

Beginners need to remember to place the letters of words 
very close together and the words themselves well apart. 
Inattention to these matters often makes printing difficult 
to read. 

The following details will be of service to those who have 
not been taught to print: 

Make capital letters at least twice as high as the small 
letters, two or three ‘‘spaces.”’ 

Capital letters should always come entirely above the 
line, never extending below. 

Of the small letters, b, d, f, h, k, 1, and t are made two 
spaces high, above the line. F, g, j, p, q, and y extend one 
space below the line. 

Do not use a curve when a straight line will do. Do not 
make unnecessary strokes. 

If you wish to make the printing a trifle more ornate, 
the ends of some of the letters may be extended by simply 
letting the pen go at the end of a stroke, thus: 


aia Ne sie en ee Lae 


Fia. 74. 


Practice with pen and ink, not with pencil. Use paper 
with lines. 


15 
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The Small Letters 


a make as round as you can, the second stroke a straight line- 

b a straight line with a circle attached low down. 

¢ as nice a curve as can be made, shading it at the top, letting 
the lower end rest upon the line not curving upward. 

a a straight line attached to a circle like a reversed b. 

€ ac with a cross-bar; make the bar slanting and the letter will 
have more character to it. 

{ a straight line extending below the writing line with a hotik 
at the top and the cross piece about half-way down. 

€ make a circle set slightly above the line; attach an s-curve 
to extend below. 

\ a straight line; attach a rather blunt angle. 

4 a straight line with a dot; do not omit the dot. 

\ a straight line extending one space below the writing line 
ending with a hook; to be dotted. 

\ three straight lines, each made with a definite stroke; attach 
the last stroke about one-third of the way out if you wish 
to get a clear letter. 

\ a straight line two spaces high. 

a straight line with two blunt angles attached well up toward 
the top. 

“a straight line with a blunt angle attached. (Do not let 
the first stroke run above the rest of the letter or it will be 
mistaken for an h.) 

© as nice a circle as you can make; begin at the top. 

like b and d, remembering that the circle sets upon the 
writing line, the straight stroke extending below. 
a reversed p. 

v a straight line with a small acute angle attached near the top; 
the last stroke may be made heavier. 

s a double curve ending in a straight line; the upper curve 
should be smaller than the lower. | 

¥ a straight line two spaces high ending in a hook; the cross-bar 
is about one-third of the way down. 

v a curve with straight ends of equal length. 

Vv an acute angle; the second stroke may be the longer. 

w a duplicated v or u; the last stroke may be the longer. 

X one straight line crossing another, one space high. 

a short straight line and a long one joined at an acute angle; 
the angle should come on the writing line. 

Z three straight lines joined. 


a, e, g, r, and s are the most difficult letters to make and 
need practice. 
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The Capital Letters 


f\ make the top square,not pointed; put the cross-piece only 
about one-third the way up. 
B let the ends of the curves project; the upper curve should 
be the smaller. 

C like the small c, emphasizing the shading at the top. 

D let the ends of the curve project. 

E straight lines; put the center bar a trifle high. 

¥ same as the E without the lower stroke. 

G like C with two strokes added; the last stroke may come 
below the line. 

H straight lines; the second vertical line may be higher than 
the first; put the cross-bar a trifle high. 

| a straight line made heavy; it may be shaded at the lower 
end; it should be set exactly on the line. 

a straight line with a hook or an angle at the lower end. 

like a small k except that the top strokes come to the same 
height. 

an angle, the lower stroke heavier and on the writing 

line. 

like a small m, two spaces high. 

two straight lines and an angle; do not have center come 
too far down. 

like small n. 

three straight lines; second line joins the third above the 
writing line. 

a slightly flattened circle, beginning at the top. 

much like a capital D. 

O with a short curve on the line leading to the right. 

P with the addition of a straight line; start this last stroke 
well away from the upright one. 

same as small s, making the lower part larger than the upper; 
the ends may be shaded. 

make the upper stroke amply long. 

U, V, W, X, Z, same as the small letters, but two spaces 
high. 

three strokes; whole letter above line. 

C, G, J, L, 8, U,and Y are especially difficult, and should be 
practised. 
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CHAPTER X 


OPERATIVE CASES 


A LARGE percentage of the cases in a modern hospital is 
surgical. This renders their care an important part of the 
nurse’s work. 

A nurse must be on her guard against becoming ‘“‘hard- 
ened’’ or even too matter-of-fact in regard to surgical pa- 
tients. These cases may become an old story to her, but 
for each patient who comes it may be the event of a life- 
time. While the nurse should do her utmost to reassure and 
to keep the patient from being nervous, she should avoid 
treating the subject of operation lightly. It is well to remem- 
ber that while few operations are in themselves dangerous, 
the taking of an anesthetic is a serious matter. 

Patients for operation are usually sent to the hospital 
twelve to twenty-four hours ahead of time, to give oppor- 
tunity for proper preparation. 

This also gives the patient time to become acquainted 
with her surroundings and the hospital routine. It is the 
nurse’s chance to impress her patient with confidence in the 
surgeon and in the hospital. 

Preparation consists of two parts, preparation for the 
anesthetic and preparation for the operation. 

Preparation for Anesthesia.—Before an anesthetic is 
_taken the stomach and intestines should be as empty as 
possible. It is practically impossible to get the whole intes- 
tinal tract empty, but we endeavor to remove as much of 
the waste material as we can. If there is food in the stomach, 
there is likely to be more nausea than would otherwise occur; 
and there is a very real danger that if vomiting takes place 
during unconsciousness food or fluid may be drawn into the 
trachea and set up an irritation in the lung, or even pneu- 
monia. 

160 
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If there is an accumulation of waste material in the 
intestines, it prevents or hinders the elimination which is so 
necessary in order that the patient may make a proper 
rebound into health from the depression of the anesthetic 
and the shock of operation. Also, in abdominal operations, 
empty intestines facilitate the actual work. 

An anesthetic relaxes the sphincter muscles and fecal 
matter lying in the colon is likely to be discharged on the 
operating table, a most distressing accident. 

Some surgeons order a cathartic the day or night before, 
and an enema the morning of the operation. Others order 
only enemata, believing that a cathartic occasions too much 
irritation and predisposes to postoperative distention. 

An enema should not be given shortly before the opera- 
tion unless by special order; it stirs up peristalsis and renders 
an accident in the operating room very likely. 

Diet Before Operation.—The day before operation a light 
diet is ordered, that is, food which can be quickly digested 
and readily absorbed and which leaves comparatively little 
residuum in the bowel. (It is for this last reason that fruit 
and vegetables are not advised.) 

As a rule, no food at all is given for twelve hours before 
operation, or if any is allowed, only liquids. 

It is better not to give milk, since with many people 
milk sets up a fermentation in the intestines which is very 
undesirable, and if it remains in the stomach, hard curds 
may be formed which are almost as troublesome as solid 
food. 

If the operation is to be done under a local anesthetic, a 
light breakfast is usually given; yet there is always a chance 
that a general anesthetic may be used in the end, and it is 
well to be careful in the sort of food given. 

- Water.—The patient should be urged to drink freely of 
water up to about four hours before operation. It flushes the 
kidneys, clears the pores of the skin, and prevents to a 
degree the suffering from thirst which follows recovery from 
an anesthetic. 

Nothing should be given by stomach from two to six 
hours before an anesthetic. 

11 
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A specimen of urine should be saved the morning of 
operation. This should be secured before the enema is 
given in order to be certain of obtaining it. Most anes- 
thetics are irritating to the kidneys, and if any disturbance 
exists already in these organs (and is discovered by a urin- 
alysis), the anesthetist may change the anesthetic or the 
mode of giving, or the surgeon may postpone the operation 
until the condition can receive treatment. 

Even in the case of an emergency operation, a specimen 
should be secured and sent to the laboratory, if it is at all 
possible. Failure to do this may have serious consequences. 

Bath.—The patient should have a full cleansing bath the 
day before operation, tub, shower, or sponge, as the phys- 
ician may desire or the patient’s condition permit. If the 
hair is dirty, the head should be shampooed. 

Permission for Operation.—See that the patient or her 
nearest relative signs the ‘permission for operation” slip; 
or verify the fact that it has been done. With children, the 
parent or guardian must sign the permission. In some 
states it is necessary to obtain the husband’s consent for a 
gynecological operation. The whole matter is one of great 
importance. 

Local Preparation.—Except in an immediate emergency 
or when special orders have been given to the contrary, the 
field of operation should be thoroughly prepared, and ren- 
dered as nearly surgically clean as possible. 

The area to be prepared should extend a considerable 
distance beyond where the incision is to be made, and should 
provide for all contingencies, such as the making of a second 
incision for drainage, or the changing of the position or 
course of the original incision. The area prepared for the 
various operations should be as follows: 

For a vaginal or rectal operation, the genitals, the groins, 
the buttocks, and the inside of the thighs half-way to the 
knees. 

For an abdominal operation, the surface extending from 
the breast-bone and ribs to below the groins, and as far 
around the sides as can be reached without having the — 
patient turn. 
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For a stomach or gall-bladder operation, prepare to the 
nipples above, to 3 inches below the navel, and well 
around the sides. 

For a kidney operation, across the back, to the middle of 
the abdomen, and at least 14 inches up and down. For both 
kidneys, prepare an entire girdle of the body. 

For a breast amputation, prepare from the clavicle to the 
waist line, from the shoulder-blade in the back to the nipple 
on the opposite side, and the arm to the elbow. 

For a mastoid or skull operation, prepare 3 or 4 inches in 
all directions from the spot to be operated upon. This will 
usually include about one-third or one-half of the head from 
which the hair must be shaved; with women or girls, con- 
sult the surgeon. 

For a thyroid operation, shave neck if ordered, from chin 
and edge of jaw to nipples. 

For operation on a leg or arm, prepare 6 inches above and 
below where the incision is to be made. For the upper 
arm, include the axilla; for the upper thigh, the groin and 
pubes. 

For hand or foot operations, include the whole member 
and at least 6 inches above the wrist or ankle; special and 
long soaking of the parts in soap and an antiseptic is usually 
needed. 

Some surgeons do not wish any preparation done except 
that the area be shaved and painted with tincture of 
iodine. 

Modesty and consideration of the patient’s feelings should 
mark the work of the nurse during the preparation. No 
more exposure should be permitted than is absolutely neces- 
sary, even though the patient may not appear to mind it. 
When both abdominal and vaginal preparations are to be 
done, do the abdomen first, and cover it while you are pre- 
paring below. 

A nurse in training should not do a preparation upon a 
man patient which involves the slightest exposure. Such 
preparations should be done by an intern or orderly. 

Hospitals and surgeons vary greatly in their methods of 
preparation. The following is a fair average. 
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Needed: 


Basin of hot antiseptic solution. 

Basin of hot sterile water. (This will cool before you are ready 
to use it.) 

Basin or paper bag for waste. 

Green soap. 

Soft brush and gauze sponges. 

Sharp razor, straight or safety, or both. 

Small squares of soft paper. 

Small rubber sheet. 

Draw sheet, usually. 

2 or 3 towels. 

Required dressing, sterile. 

Bandage or binder. 

Safety-pins. 

Alcohol. 


Procedure: 

Arrange bedding as required. 

Place rubber and draw sheet or towel under the part to be 
prepared. 

Soap area well and shave. Pull skin gently, so as to afford 
a firm, smooth surface. Shave obliquely to shaft of 
hair, holding razor nearly flat. Be thorough. 

Scrub with soap and water, using brush if desirable, or 
gauze. 

Scrub with the antiseptic solution, using gauze. 

Wash with alcohol. 

Apply sterile dressing large enough to cover area shaved 
and scrubbed. 

Fasten securely with bandage or binder. Abdominal 
binders must have perineal straps. 

Mouth cases are usually given a mouth wash every two 
or three hours for twelve to twenty-four hours before 
operation. 

Stomach cases may have a lavage ordered just before 
operation. This is usually done by an intern. Find 
out what solution will be wanted. 

Final preparation: 

Dress patient in a warm nightgown, open all the way down. 

Put on leggings or long stockings. 

For children, put on a diaper and explain to them its 
necessity. 
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See that hair is neatly braided or arranged. Cover it 
with a triangular bandage if required. 

Remove artificial teeth. 

Remove all jewelry. (It should have been sent to the 
hospital office or taken care of by relatives.) If wedding 
ring is retained, fasten it to the wrist with cord or 
narrow bandage. 

Give hypodermic if ordered and at exact time specified. 

Have patient void just before going to operating room, 
measure, and chart amount. 

Catheterize if so ordered. 

The ether bed should be made ready promptly, since the 

patient may return much earlier than anticipated. 

Patients are usually sent to the operating room on a 
stretcher, but in some cases they may go in a wheel chair 
or even be allowed to walk. A patient who has had a hypo- 
dermic of morphine must go on a stretcher. 

Stretcher patients are wrapped in one or more blankets. 

A nurse always accompanies a woman or child to the 
anesthetic room. Do not leave her until another nurse 
comes. ; 

In some hospitals the ward nurse remains with the pa- 
tient during the taking of an anesthetic. If so, she may be 
required to help the anesthetist. 

Adjust the blankets as the operating room requires. 

With a bit of gauze apply cold cream around the patient’s 
mouth and nose, putting on enough to prevent the vapor 
of the anesthetic from burning the skin. 

Cover the patient’s eyes with a small towel or large piece 
of gauze, or hand it to the anesthetist. 

As the patient begins to inhale the anesthetic, take hold 
of her hand, not with the idea of restraint, but to reassure 
her. If she attempts to push away the inhaler, you may hold 
her hand tightly. If she struggles during the stage of excite- 
ment, you may (1) grasp both wrists firmly, and stand facing 
her, far enough toward the foot of the table so that you may, 
if necessary, throw your weight across her thighs. (2) Grasp 
the side of the table or stretcher just above her elbows, and 
place your elbows over her forearms. Either of these two 
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Fic, 76.—Nurse holding a struggling patient. 
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positions gives excellent control. The anesthetist restrains 
the head. 

Never talk while an anesthetic is being ‘given. It is un- 
dignified; also, a patient often hears and remembers conver- 
sation which takes place after she is apparently unconscious. 

Care After an Anesthetic—When the patient returns 
from the operating room she should be put into a warmed 
bed and covered well. Even in summer there should be 
considerable cover until she has reacted ‘well from the 
depression. Even a short anesthetic or operation produces 
some shock, and the remedy for shock is heat. The blanket 
in which she comes wrapped from the operating room should 
be removed, under cover, and if she is moist with perspira- 
tion, she should be dried off with a towel, guarding care- 
fully against chilling. If the nightgown is damp, or soiled, 
it should be changed. Leave stockings till later unless soiled 
or wet. 

Fhere should be no pillow until the nausea has worn off. 
If the operation was abdominal, put a pillow or roll (pro- 
tected by rubber slip) under the knees to support them and 
to relieve the tension on the abdominal muscles. 

An unconscious patient should not be left alone even for a 
minute. She may fall out of bed, or may injure herself by 
striking the bed, may vomit and get matter into the trachea, 
may disarrange the covers and become chilled, or may 
suddenly collapse. The nurse should remain at the bed- 
side, and see that the patient is kept. covered and lies 
quietly. In a ward it is possible for a nurse to look after 
two ether patients if they are near each other and are in 
good condition. 

If vomiting occurs, turn the head to one side and hold 
the basin. When the emesis basin is. not in use, keep it out 
of sight, as its presence suggests nausea. 

Too much stress cannot be laid upon the guarding of hot- 
water bags. If ordered left in the bed with an unconscious 
patient, they should be placed outside the bed-covers, never 
next to him. If the bed and blankets wrapping the patient 
are warm, it is better to dispense with hot-water bags 
entirely, as, despite precautions, burns may occur. 
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At the beginning, note the patient’s color, pulse, and 
breathing. Report at once to charge nurse anything which 
seems serious. 

The patient’s condition is usually that of shock, mild or 
severe: (a) The central nervous system is depressed. (6) 
The muscles are relaxed, those of the throat being especially 
noticeable, so that the tongue is likely to fall back over the 
epiglottis and shut off breathing.! (c) Heat production is 
lessened and sweating is usually profuse. (d) There is 
irritation of the mucous membrane of the respiratory tract, 
consequent formation of mucus, and great susceptibility to 
chilling or pneumonia. (e) The activity of the kidneys and 
intestines is decreased. (f) There is likely to be restlessness. 
(g) Nausea and vomiting usually occur. (h) Thirst is ex- 
treme. , 

What to Watch.—The pulse is the important thing to be 
watched, and any weakness or irregularity in it should be re- 
ported at once. Record pulse every five minutes for the first 
hour. Note the color of the face and report any blueness or 
pallor. Watch the respiration, noting if it be shallow, sigh- 
ing, or irregular. Any marked or sudden change in pulse, 
respiration, or color should be promptly reported. A grad- 
ually rising pulse is also a danger signal. 

If respiration suddenly ceases, it is likely to be due to a 
relaxed tongue. Call for help and meantime open the 
patient’s mouth and, grasping the tongue with a towel or 
piece of gauze, pull it sharply forward; or, make ‘“‘rhythmie 
traction”? on it. Artificial respiration may be needed. If 
so, one person must look after the tongue. Avoid chilling. 

Sudden pallor, especially of lips or finger-nails (with negro 
patients the lips are the best guide), weak pulse, and sighing 
respiration or “‘air-hunger’”’ are usually indicative of hemor- 
rhage, even if no blood is seen about the dressing covering a 
wound. 

After the patient becomes conscious, if his condition is 
good, he may be left alone for a few minutes at a time, but 
sheuld have the bell within easy reach and be told exactly 
what he may and may not do. Many surgeons insist upon a 

1 This is described as the patient ‘‘swallowing his tongue.” 
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special nurse for the first forty-eight hours in all serious 
cases. 

If a patient remains asleep, he should not be disturbed, 
except to note his pulse. All other symptoms may be 
observed without touching him. 

Early Care.— Bathing the face, sponging and rubbing the 
arms and legs, sponging and rubbing the back (if the patient 
be allowed to turn) are very grateful to the fresh operative 
case. A cold cloth or ice-bag on the head often relieves the 
headache which so commonly follows the taking of an 
anesthetic. Frequent rinsing or washing out of the mouth 
relieves the extreme thirst; bits of cracked ice, if allowed, 
may be given from a spoon. 

Quiet should be insisted upon, as the pain and nausea are 
aggravated by moving or talking. It is better that the nurse 
sit rather than stand, as it gives the patient a sense of well- 
being, which he does not have if one is plainly on the qui 
vive. If relatives remain in the room they should sit quietly, 
preferably at some distance from the patient, and should 
not talk to him. 

The room may be darkened, and a direct light should be 
shaded. If plenty of fresh air is admitted, the patient will 
recover more quickly from the anesthetic, but drafts should 
be avoided. 

If he is very restless, do not attempt to restrain minor 
movements, or even turning in bed, unless it is definitely 
forbidden, so long as he keeps covered. Children who must 
be kept in one position are usually restrained with a Brad- 
ford frame (p. 340). 

Many patients who retch violently fancy that they may 
“burst the stitches,’ but the nurse may assure them that 
such an accident is practically impossible. 

Persistent vomiting should be reported. It is often treated 
by allowing the patient to drink one or two glasses of water 
which promptly return, thus washing out the stomach. 

After water is allowed, remember to give it frequently 
and in small quantities. If a patient goes for a long time 
without water, he may become so thirsty that he will drink 
enough to produce a recurrence of the nausea. 


170 THE TECHNIC OF NURSING 


Do not report pain or ask that anything be done to relieve 
it until you are sure that the patient is quite out of the 
anesthetic. If the surgeon wishes anything given sooner, he 
will leave an order for it. 

The bed may be ordered raised at the foot. This may be 
done by placing ‘“‘shock blocks’? under the two lower feet 
of the bed. Remove all four bed casters, tie them together 
and tie to the head of the bed, so that they shall not be lost. 
The bars at the head of the bed should be protected by a 
thin pillow or a heavy blanket securely fastened with safety- 


Fic. 77.—Bed raised at foot with ‘‘shock blocks.’’-—(From Sanders’ ‘‘Modern Methods 
in Nursing.’’) 


pins and the patient kept from sliding up against them. If 
the bed is raised by being set upon a chair, the chair should 
be protected against scratches by having a heavy towel put 
over the seat. 

If the head of the bed is raised or the patient kept in a 
sitting position, he must be propped comfortably with pil- 
lows or supported under the hips to prevent him slipping 
down. 

Surgeons differ in regard to allowing patients to turn 
soon after operation; cases differ, also, and a nurse should 
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Fie. 78.—Bed elevated. Chair protected.—(From Aikens’ ‘‘Home Nurse's Hand- 
book of Nursing.’’) 


Fig. 79.—Patient propped with pillows at back and behind head. 


be sure of her ground before permitting a patient to move 
about. On the other hand, she should not keep a patient 
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lying on his back without good reason or a specific order to 
that effect. 

A patient is usually more comfortable if his head is 
propped to one side with a small pillow while he is nauseated, 
or if he is slightly turned and a pillow put lengthwise under 
one shoulder and hip. 

If a patient accidentally falls or gets out of bed during 
the first few days after operation, the fact should be at once 
reported. There is, however, little real danger from such an 
occurrence, aside from the chance of his striking something 
which might injure him. There is little likelihood even that 
stitches may be pulled out, as those which hold the muscle, 
being usually of catgut, are much stronger at first than they 
are later when the material begins to be absorbed. 

With elderly persons, it is customary to prop them up in 
bed very early, as there is considerable danger of a hypo- 
static pneumonia, due to stagnation of blood in the back part 
of the lungs. 

A nurse is always permitted to ask what operation was 
performed, and she should make it a point to do this so that 
she may give intelligent care and know what points are to 
be guarded or specially watched. 

After-care.—If the patient was operated on early in the 
day and is in good condition, the routine bedtime care may 
be given. (Asa rule, leave the lower ‘“‘ether bed”’ blanket in 
place for the first night.) Inspect dressings over the wound 
and report any excessive drainage. If no order has been 
written for water or nourishment, ask about it. 

See that patient urinates and report any difficulty occur- 
ring twelve hours or more after operation. 

Take temperature, pulse, and respiration every four hours. 

Report severe pain. 

Some of the commonest discomforts following operation — 
are: Backache, headache, thirst, bitter taste in the mouth, 
long-continued nausea, restlessness and sleeplessness, inabil- 
ity to urinate, and pain. 

Backache may be relieved by (a) change of position— 
probably the most effective; (6) rubbing frequently and 
rather vigorously with alcohol; (c¢) support by means of a 
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small pillow placed at the small of the back or a hot-water 
bag filled with hot or cold water. A very slight change in 
position may make a vast difference in the patient’s com- 
fort. 

Headache may be relieved by cold or hot applications to 
the head, whichever the patient prefers. Sometimes a 
mustard plaster is ordered to the back of the neck. 

Excessive thirst is due to long deprivation of water, loss 
of blood, profuse perspiration, etc. Counsel patience and 
give water in small amounts frequently. 

Unpleasant taste in the mouth takes time to disappear. 
It may be somewhat relieved by frequent mouth-washes of 
some pleasant antiseptic solution. Cleanse the mouth well 
with gauze or a tooth-brush, even if the patient has had no 
food. 

Nausea and vomiting which persist more than a few hours 
may or may not be serious. If a thorough flushing out of 
the stomach as suggested above does not relieve, try weak 
tea without cream or sugar, Vichy or Seltzer water; ginger 
ale often relieves when water does not. A small mustard 
paste over the epigastrium frequently helps, or an ice-bag. 
All these measures should be taken only on the advice of 
someone in authority. Sometimes a cracker or some solid 
food will be retained when liquids are not. 

Restlessness may be due to thirst, pain or other discom- 
forts, or to worry over the outcome. The nurse may relieve 
the physical discomforts and should take pains to find out 
any mental distress and take measures to relieve it also. 
Morphine is usually ordered the first night and sometimes 
the second; if it is not and the patient is very restless, a 
doctor should be notified. Sleep is needed to conserve the 
patient’s strength. 

Inability to urinate has already been discussed, page 121. 

Pain is often hard to bear, but prompt and thorough 
measures help much. It is extremely difficult to judge how 
much pain another person has, as people differ so much in 
their ability to bear pain. The experienced nurse learns to 
judge whether pain is excessive and should be reported to 
the surgeon. Explanation of the cause of the pain often aids 
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the patient in bearing it; matters which are simple to a 
nurse are often quite unknown to a patient. | 

Serious postoperative conditions are: Shock, hemorrhage, 
long-continued vomiting, abdominal distention, pneumonia, 
embolism, phlebitis, infection, acidosis. 

Shock may be mental, physical, or both. It is increased 
by pain. The central nervous system is depressed and all 
the vital processes are interfered with. (Shock and collapse 
are nearly synonymous terms, but shock is usually used in 
speaking of surgical cases, collapse of medical.) The symp- 
toms are: Prostration, clammy skin, weak, rapid pulse, 
shallow respiration, subnormal temperature, face pale and 
pinched or apathetic. ° 

The treatment is absolute quiet, relief of pain, heat, ele- 
vation of the foot of the bed to direct the blood to heart and 
brain, and stimulation. 

Stimulation may be: (a) Drugs given hypodermically; 
(b) whisky, etc., given by rectum (Chapter VII); (c) salt 
solution given by rectum, by hypodermoclysis, or intra- 
venously (Chapter XIX); (d) blood transfusion. It is 
sometimes possible to give coffee or aromatic ammonia by 
mouth; or smelling salts may be inhaled or oxygen given. 

Hemorrhage! may be evidenced by the appearance of 
blood, or it may be internal or concealed, the symptoms 
being weak, rapid pulse, ‘‘air-hunger,” thirst, pallor of the 
lips and finger-nails, anxious expression, restlessness; the 
temperature is usually subnormal. 

Call an older nurse or supervisor and send an urgent call 
for a doctor. (See Chapter X XV for treatment of hemor- 
rhage.) 

Persistent vomiting may be due to acidosis, or to gastric 
dilatation or intestinal obstruction (when it is eventually 
fecal in character, due to reverse peristalsis). If not relieved 
by the usual measures, it is a serious matter, as it may lead 
to exhaustion and death. The nurse’s duties are preventive; 


1'The young nurse should be careful about using the term ‘‘hemor- 
rhage,’ which means excessive bleeding. She may not know when 
bleeding 7s excessive, and it is better to say there is bleeding going on. 
Also remember that hemorrhage is a noun, not a verb. 
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she should remember that vomiting may become a habit; 
also that it may be treated psychically. Her control of the 
patient’s mental attitude will do much to assist the doctor’s 
work. | 

Abdominal distention is due to the formation and accumula- 
tion of gas in the intestines; it is aggravated by excessive 
purgation before operation. If not relieved, it causes press- 
ure on stomach, lungs, and heart, interfering with their 
action, and favors intestinal paralysis, a dangerous and 
even fatal condition. Alertness and good nursing may 
entirely prevent these conditions. 

Watch for signs of distention and begin to act when the 
difficulty begins. Get ahead of real trouble. Often the 
greatest accumulation of gas may be in the colon and may 
be relieved by simply passing a rectal tube. (This may 
usually be done without an order if the nurse is sure that 
there has been no operation in or near the rectum.) Change 
of position may do much to prevent or relieve. Many 
patients can pass flatus if turned on their side. 

Turpentine stupes are often ordered if it is possible to 
apply them. (Sometimes, where there has been an abdom- 
inal incision, all but a very small dressing is removed from 
the wound and stupes applied over it.) 

Small enemata of salts and glycerin, turpentine and soap- 
suds, milk and molasses, alum, milk of asafetida, etc., are 
ordered. ‘They should be made up exactly according to 
formula, given high, very carefully. They often need to 
be repeated several times in a day and may be continued for 
several days. 

Pneumonia may be due to irritation from the ether, 
aggravated by chilling; food or fluid drawn into the trachea 
when vomiting while unconscious; congestion from lying too 
long in one position—especially in the case of old people— 
or to an infection from some other source. It may usually 
be prevented by good preoperative and postoperative care. 
Old people are usually propped up in bed very early, no 
matter how serious the operation, to prevent pneumonia. 
The nurse should take respiration accurately after operation 
and promptly report any rise. 
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Embolism is defined as “‘the transference of a blood-clot 
or other solid substance from one part of the body to another 
by the blood-stream.”’ A clot in a tied-off vessel may become 
loosened, carried away, and lodged in some vessel or in the 
heart or the brain. Distressing symptoms occur or sudden 
death. The preventive treatment is to keep the venous 
circulation active, see that the patient moves his arms and 
legs and changes his position. 

Phlebitis, inflammation of a vein, is usually due to an 
embolism in a limb. The treatment is elevation, rest, etc. 
Do not rub, as this may loosen the clot and more serious 
damage result. Always notify the surgeon promptly if an 
operative patient complains of aching in his leg. 

Infection may be due to conditions existing before opera- 
tion, to bacteria introduced into the wound during or fol- 
lowing operation. It may be local or general. There is little 
that the nurse can do to prevent infection occurring except 
careful preparation and technic; she should observe whether 
a patient is inclined to slip his fingers under the dressing and 
handle a wound. (Children need to be watched on this 
point and may need to have their hands restrained.) Any 
sharp rise of temperature occurring the second or third day 
should be at once reported. 

Acidosis may follow the taking of an anesthetic. It is a 
depletion of the alkalies of the system. To prevent it, 
glucose or soda may be given as a routine measure. A 
specimen of urine is sent to the laboratory the day after 
operation, and each day following, if there is anything 
abnormal about it. The urine should be measured for 
at least forty-eight hours. The possibility of ether neph- 
ritis after an anesthetic should also be kept in mind. Acid- 
osis is treated by giving glucose solution or soda bicarbonate 
solution, either by rectum or intravenously. 

The diet is liquid for a few days, soft for a day or two, 
and in ordinary cases careful full diet is allowed by. the end 
of the first week. If the nausea and vomiting persist for 
several says, it may become necessary to feed by rectum in 
order to conserve the patient’s strength. 

Getting Up.—After abdominal operations patients are 
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allowed to sit up in bed or in a chair according to their 
strength and previous history, and according to the length 
of the incision and its satisfactory healing. Surgeons do 
not agree as to the danger from hernia, the formation of 
adhesions, etc., in getting up, but the tendency is to shorten 
the time that patients are kept in bed. When a patient 
gets out of bed for the first time, he should not remain more 
than fifteen minutes, and should not be left without a call 
bell at hand. 

Elderly People and Children.—Old people take anesthetics 
much better than was formerly supposed. They recover 
very slowly from operation. All vital processes are sluggish. 
They must be guarded from drafts and chilling and fed 
well with light, easily assimilated food. All elimination 
must be well taken care of. 

Pneumonia and bed-sores are easily developed. 

Old people find it difficult to adapt themselves to hos- 
pital routine. It is often wise to have their friends bring 
them articles of diet prepared in the way they like. Visitors, 
if not allowed to tire them, often mean much to them. 
They should be permitted to have their own way about de- 
tails whenever it is possible. 

Children take anesthetics well, except gas, and react 
more quietly and quickly. (They usually “sleep off” the 
anesthetic.) ‘They suffer less from shock, but are in greater 
danger if hemorrhage occurs. 

They stand pain better than adults. If a child lies awake 
from pain or persistently cries from it, or speaks of it, he is 
suffering excessively. 

They are often difficult to feed, as they do not like unac- 
customed diet. Persistence and the example of other children 
usually overcomes this. 

Children adapt themselves readily to hospital conditions 
and routine. They learn new ways very quickly and often 
profit greatly by good habits contracted in the hospital. 
Except in rare cases, they get on better without their parents. 
Children are usually happier in a ward than in a private 
room. They should be given toys as early as permitted. 
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CHAPTER XI 


PHYSICAL EXAMINATIONS. SURGICAL DRESSINGS 


Examination of some portion or the whole of the body 
is a common proceeding in hospitals, and the nurse should 
know how to prepare for it quickly and assist with it deftly. 
She should have an idea of the anatomy of each portion of 
the body and should know in a general way what the doctor is 
endeavoring to ascertain. Careful watching of examinations 
will enable a nurse to learn much that is of value to her. 

Physical examinations are made by: (a) Inspection; (6) 
manipulation to discover limitation of motion; (c) palpation, 
or examination by touch, to discover tenderness, the presence 
of tumors, etc.; (d) measuring, to discover inequalities; (e) 
auscultation, to discover abnormal sounds, especially of the 
heart and lungs. 

In many cases simple exposure of the part to be inspected 
is all that is required. It is the nurse’s duty to see that there 
is no more exposure than the nature of the case demands, 
and that both for the sake of comfort and of modesty other 
parts of the body are kept covered. Both physician and 
patient tend to become careless in these matters, but a nurse 
is always severely criticized for any laxity. 

The uncertainty of what a strange doctor and a strange 
nurse may do and the fear of exposure add to the difficulties 
of all concerned; breathing is interfered with, unnatural 
positions are assumed, and muscles are stiffened when they 
should be entirely relaxed. A nurse should remember to 
explain what is going to be done, and to assure the patient 
that no unnecessary exposure will be allowed. Deft man- 
ipulation of covering and clothing adds greatly to a patient’s 
comfort. Nurses should practice these manipulations until 
they become expert. 

Do not make any preparations long ahead, or the suspense 
is sure to add to nervousness. 

178 
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Do not leave a woman patient alone with a doctor; it is 
most embarrassing for her. 

The room should always be warm, the windows and 
doors closed. If an examination is made in a ward, the 
patient’s bed should be well screened. The room should be 
as quiet as possible. There should be a good light both 
above and from the side. 

. Usually there will be needed: 


A towel. 

An auscultation towel. 

A tape measure. 

A wooden tongue-depressor. 

A waste basin. 

A flashlight or adjustable side light. 

An extra sheet or light blanket. 

Note paper for the doctor. Sometimes an order book. 


As a rule, it is wise to have the patient urinate before a 
physical examination. Make sure that the patient’s bedding 
is clean. 

GENERAL EXAMINATION IN BED 

Sereen the bed. Loosen upper bedding. Fold all but 
one blanket back to foot of bed. Take patient’s arms out of 
night gown, but leave it in place. 

Have the patient lie perfectly straight in bed. The nurse 
should stand on side of bed opposite the physician. 

Throat Examination.—A good, adjustable light and a 
wooden tongue-depressor are needed. (If a metal tongue- 
depressor is used, it must be washed and boiled afterward.) 
The nurse may be required to hold the light; if the doctor 
uses a head mirror, the light should be behind the patient; 
if not, it should be behind him. 

Chest Examination.— Examination of the chest is made by 
inspection (watching the rise and fall of the chest wall, ribs, 
collar bones, and scapule, as the patient breathes); by per- 
cussion (tapping the chest wall), and by auscultation (listen- 
ing with the stethoscope or the ear against the chest wall). 
Sometimes the nurse is expected to see that a stethoscope is 
at hand. 

Front.—Find out whether the doctor wishes the patient 
sitting or lying down. If lying down, fold the nightgown 
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Fig. 81.—Throat examination with head mirror. 


PHYSICAL EXAMINATIONS. SURGICAL DRESSINGS 181 


down to the waist and cover the chest—if the patient is a 
woman—with the auscultation towel of thin muslin. If sit- 
ting, be sure that the patient’s hips are well drawn back or 
the position will quickly grow very tiresome. If the doctor 
listens with his ear against the chest, be sure that the 
auscultation towel covers the patient’s mouth and nose; 


Fic. 82.—Use of auscultation towel in chest examination. ' 


also see that when the patient counts or coughs, he turns his 
head away from the doctor. 

Back.—The patient sits up if he is able. If not, he must 
be turned over, face down, and be perfectly straight. When 
sitting, he is bent over, with arms folded or extended and 
resting on his knees. 
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Abdominal Examination.— Have the patient lie flat on his 
back, perfectly straight, with the knees drawn up to relax 
the abdominal muscles. Be sure that the bladder has been 
recently emptied. 

Pull the gown up and fold it smoothly back well above 
the waist line. Turn all bedding except the sheet back to 


Fie. 83.—Listening to the back of a baby’s chest.—(From Sanders’ ‘‘Modern Methods 
in Nursing.’’) 


the knees; fold the sheet snugly and smoothly across the 
pubes and groins. Throw a towel over the part exposed 
until the doctor is ready. 

Examination of Lower Limbs.—Fold bed-covers up from 
bottom to about the middle of the thighs. If the knees are to 
be bent, draw a fold of the sheet down between the thighs. If 
the thigh is to be examined, lay a towel up and down over the 
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Fig. 84.—Patient prepared for abdominal examination. 


Fria. 85.—Patient prepared for examination of lower limb: 


genitals. Cover the leg which is not being examined. If one 
leg only is to be examined, turn the bed cover back lengthwise. 
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Pelvic Examinations.—A pelvic examination is a trying 
thing to most women, and the nurse can do much to make 
it easier by her own attitude toward it. Be rather matter- 
of-fact, explain that it is an every-day affair, but be careful 
not to speak of it lightly. Encourage the patient to be 
sensible about the necessary exposure, but see to it, for your 
own sake and hers, that there is no more exposure than is 
absolutely needed. Nurses, as they become accustomed to 
this work, often become careless and lay themselves open to 
serious criticism. 


Needed: 


Large sheet. 

2 towels (one under patient’s hips, one for doctor’s hands). 
Cotton sponges. 

A rubber glove. 

Basin of warm disinfecting solution. 

Sterile vaseline, green soap, or lysol solution for lubricating. 
A sponge holder or long curved forceps. 

Basin or paper bag for waste. 

Bivalve speculum. 

Fresh vaginal pad. 


There may also be asked for: 


A Sims speculum. 
A tenaculum forceps. 
A uterine dressing forceps. 


All instruments should have been sterilized. 

The patient should have urinated recently. The rectum 
should also be empty, an enema being given if necessary. 
(A full rectum or bladder not only interferes with the neces- 
sary manipulation, but may make an apparent displacement 
which does not really exist.) 

See that the external parts are clean, but do not give a 
douche except by special order; the character and amount 
of the vaginal discharge may be an important factor in 
making the diagnosis. 

If a simple digital examination is made the patient is 
draped as for catheterization. (See Chapter XVI.) The 
doctor will require a glove and a lubricant. 

Tell the patient to relax as much as possible, as it will 
be easier for her; to do this she may take long, deep 
breaths, | 
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If a speculum is to be used, the dorsal position is usually 
wanted. 3 

Slip leggings or stockings on patient and drape her with 
the large sheet in the manner your hospital teaches. Turn 
her crosswise of the bed, with her head on a low pillow, her 
feet supported on two chairs or stools. In some hospitals 
two short boards are slipped under the mattress and left 
projecting at the side to support the patient’s feet. Or, one 
foot may be on a chair and one on the bed. Place a towel 
folded crosswise under her hips over the edge of the bed. 


Fic. 86.— Patient prepared for aang cen aka ga (From DeLee, ‘‘Obstetrics for 
urses.”’ 


Have the instruments, etc., where the doctor can easily 
reach them. 

The Sims position may be required. In this, she lies upon 
her left side, turning her shoulders so that her face is down 
and her left arm drawn back under her and thrown out 
toward her right side; the left leg is bent and the right is 
well drawn up. Cover her with a sheet, so arranged that it 
can be pushed back just enough to expose the vulva. 

If the Sims speculum is used with the patient either in 
this position or in the dorsal position, and the nurse be asked 
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to hold it, she should be sure that she keeps it at the exact _ 
angle that the doctor placed it; tipping the point back or 
forth, up or down, makes considerable difference. 

Rectal Examination._—_Before a rectal examination the 
bowel should be emptied by one or more enemata, even 
though there has been a thorough movement. The object is 


Fic. 87.—Sims’ posture, anterior view.—(From Penrose, ‘‘Diseases of Women.’’) 


to have the rectum as clean as it can be made, so that its 
exact condition can be seen. 

The genupectoral (knee-chest) position is usually used for 
rectal examinations. (The Sims position is also used.) 
The patient lies upon her face, the knees bent under the 
abdomen, so that the weight comes on them and on the 


Fic. 88.—Sims’ posture, posterior view.—(From American Illustrated Medical Dic- 
tionary.) 


chest; this elevates the hips. The abdomen should not rest 
on the thighs. Use two sheets for covering, so as to have as 
little exposure as possible. One sheet is placed over the pa- 
tient’s back and drawn over the buttocks; the other covers 
her legs; pin them together so as to expose only the rectum. 
(A fenestrated sheet—7. e., one with a rectangular opening 
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in the center—is better.) This position is also used in blad- 
der and vaginal examinations and treatments. 

A proctoscope (rectal speculum) is usually used, and some 
clean oil or vaseline will be needed to lubricate it. There 


Fria. 89.—Genupectoral position. 


should be a supply of small cotton sponges, and a basin for 
receiving them when soiled. Provide a rubber glove in 
case a manual examination is desired. 


SURGICAL DRESSINGS 


Surgical dressings are used: (a) To protect wounds from 
outside contamination, (b) to cleanse wounds, (c) to absorb 
discharges and keep them from contaminating the bedding 
or the patient’s clothing. 

Surgical dressing materials are chiefly gauze and ab- 
sorbent cotton. It requires some practice to acquire the 
dexterity needed for handling these materials quickly and 
skilfully. They constitute one of the large items of hospital 
expense and should be used economically. 

Gauze is folded for packing or dressings, each surgeon 
and hospital having his own requirements, the chief pre- 
caution being that no raw edges or loose threads shall be 
left where they may get into a wound and act as an irritant. 
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Gauze is made into round or twisted sponges, flat sponges 
and flat dressings, small and large. Cotton is made into 
small, smooth balls or wipes, or used covered with one 
thickness of gauze for thick pads over wounds where there 
is much discharge. 


Fia. 90.—Dressing carriage.—(From Aikens’ ‘‘Hospital Management.’’) 


Preparation for a Dressing.—The preparation for and 
assisting with surgical dressings ¢all for great exactness, 
attention to detail, and good technic. Good work is appre- 
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ciated by the doctor who does the dressing, and by the 
patient whose comfort is involved; on the other hand, it is 
extremely annoying to a busy doctor or a nervous patient to 
find some important thing forgotten, articles too hot or too 
cold to use, wrong solution, etc. 

It is true that a nurse cannot always know beforehand 
every item which may be asked for in a dressing, as a con- 
dition may have arisen since the last dressing which requires 
different treatment, or the surgeon may have decided upon 
a change in method. The nurse should see to it, however, 
that as far as intelligence and experience can help her, 
she has ready every article that one could reasonably expect. 

Begin long enough beforehand to allow time for proper 
preparation. 

In a surgical ward or section, articles used in dressings are 
kept on a carriage or stand which may be wheeled to the 
patient’s bedside. Each article should have its own place, 
so that it may be quickly found. Its equipment varies in 
different hospitals, but usually includes: 


2 pitchers of hot, fresh solution. 

One or more basins of antiseptic solution, 

Sterile basins. — 

Unsterile waste basins or paper sacks. . 

Sterile instruments as required—usually thumb forceps, artery 
clamps, one large curved clamp, surgical scissors, suture scissors, 
probe, a grooved director, a scalpel. The number of each de- 
pends upon the methods used. Have scissors resharpened 
frequently. ; 

Jar of cotton balls. 

Jar of gauze sponges. 

Jar of sterile packing. 

Packages, can or drum of sterile gauze dressings of different sizes 
and shapes. 

Packages of sterile towels. 

Roller bandages of several widths. 

Adhesive strips of several widths. 

Muslin bandages or binders. 

Jar of sterile drainage tubing. 

Dressing syringe. 

Oiled silk or muslin. 

Applicators. 

Jar or tray of vaseline gauze. 

Packages of cotton pads. 

Wooden tongue-depressors—sterile. 

Safety-pins. 

Bandage scissors. 
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Dressing rubbers (small rubber sheets). 

Bottles of alcohol, ether or benzine, iodine, etc. 

Pair of sterile rubber gloves. 

Boxes of vaseline, zinc ointment, etc. 

Any special articles required. 

A large waste can should accompany the dressing carriage. 


A Kelly pad and an irrigator may be added. 
For simple, routine dressings one usually requires only: 


Dressing forceps. 
Surgical scissors. © 
Cotton sponges. 

Gauze dressings. 
Adhesive plaster. 

A bandage. 

One or two safety-pins. 
A basin or bag for waste. 


In doing several dressings, one after the other, time will 
be saved if there are two nurses. One may go ahead to 


Fie. 91.—Tray and preparation of patient for abdominal dressing.—(From Reid, 
Hoffman, Jennings, and Reed, ‘‘Nursing Procedures.’’) 


prepare the patient, adjust the screens about the bed, re- 
move the bandages, place towels about the field of work, 
etc. The second nurse may assist with the dressing, opening 
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packages of sterile material, handing any article needed, 
pouring solutions or liquid applications, turning irrigation 
on or off, disposing of soiled dressings, helping bandage, re- 
sterilizing instruments, etc. 

Preparation of Patient.—See that windows are closed, 
that there is ample light, screen the patient, move him near 
the edge of the bed. 

Fold upper bedding, except the sheet, well back. Cover 
the chest or any exposed part with a blanket, so that the 
patient shall not be chilled. Fold the patient’s gown well 
back out of the way, but avoid unnecessary exposure. 

Unfasten binder or bandage and, as a rule, if the dressing 
is held in place with adhesive, remove it, using alcohol or 
benzine to clean off the surface where it was. (When re- 
moving adhesive, pull it off toward the wound, never away 
from it.) In some hospitals, for some dressings, surround 
the ‘‘field’”’ with sterile towels. Leave the dressing in place. 
If the patient knows that stitches are to be removed, explain 
to him that it is not painful, as some persons have been led 
to believe. Perineal stitches are about the only ones which 
occasion pain on removal. 

If the doctor is likely to sit during a dressing, provide a 
straight chair or stool, not a rocker. 

Assisting With a Dressing.—Never attempt to carry on a 
conversation with the physician while the dressing is being 
done. It not only interferes with the efficiency of your 
work, but may seem to the patient like lack of dignity or 
indifference. Make your manner toward the patient sym- 
pathetic and dignified. When you remove a dressing, grasp 
it by the center, not the edge, lift it, turn it over so that the 
doctor may see any discharge upon it and be able to note the 
amount and character, and drop it into the waste basin or bag. 

Do not attempt to hold basins, packages of sponges, or 
other things unless it is absolutely necessary; you are likely 
to need your hands for other purposes. 

Practice opening sterile supplies quickly and correctly. 
Never take hold of the edge of a wrapping, but grasp it 
an inch or two back; in this way there will be no danger of 
getting your fingers upon sterile things. | 
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If the cover of a jar or the stopper of a bottle must be 
laid down, turn it with the inside up and see that it does 
not touch anvibioe. 

Never put your fingers on the edge of a solution basin 
or even of a waste basin; put the hands entirely under- 
neath. 

If you are asked to pour something from a bottle into a 


Fia. 92.—Opening sterile package. 


wound, take a dry sterile sponge, wet it in solution, and 
wipe off the mouth of the bottle before pouring. 
Do not let your fingers dip into the basin of solution. 
When you hand the tubing from an irrigator, take hold 
of it at least 6 inches from the end, so that the doctor will 
not have to put his fingers where yours have been. Make it 
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your ideal that a doctor shall never need to ask for any- 
thing; and that if anything is once asked for, the second time 
it shall be on hand. 

At the close of a dressing, remove all materials and waste 
promptly, draw down nightgown, straighten the bed, re- 
adjust pillows, and put the room or ward in order. Give a 
drink or nourishment. 


Fig. 93.—The right way to handle a basin.—(From Aikens’ ‘‘Home Nurse’s Hand- 
book of Practical Nursing.’’) : 


Cleaning Up After a Dressing.—Count instruments and 
verify. 

Empty solutions and waste pail. 

Wrap soiled dressings in paper. 

Wash instruments in cold water, taking apart if possible; 
scrub with Bon Ami (never with Sapolio), boil for ten min- 
utes in soda solution (1 dram to a aquareh: boil scissors for 
two minutes. 

Drain off water, dry with akc iis towel without 
touching and place in another sterile towel, wrap, and cover. 

Knives must be carefully washed and wiped off with 
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aleohol, the blades wound lightly with cotton. They are 
usually sterilized by being placed in alcohol. Rinse basins 
with cold water, then scrub with soap powder or whatever 
is provided. Boil five minutes. Wash syringes with cold 
water, then with soapy water, and dry. Test before putting 
away. 

Wash dressing rubbers with cold water, then with soapy 
water, wipe dry, and put away. 


Fia. 94.—Cutting off plaster cast. 


Wash rubber gloves with cold water, inside and out, then 
in warm soapy water. Test for leaks and mend or replace 
if not perfect. Boil five minutes, weighting them so that 
they will not float. Dry inside and out, match them, and 
powder lightly with taleum. (The handling of rubber gloves 
is best taught by demonstration.) 

The senior or charge nurse is usually jeapoenitie for keep- 
ing up the supplies of the dressing carriage. 
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Plaster casts are usually put on in the operating room, 
but may be removed in the ward. For their removal there 


will be needed: 


A plaster knife (a short, stiff, strong, sharp knife). 
Vinegar or peroxide. 

Medicine dropper. 

Bandage scissors. 


The doctor will mark a straight line where he wishes to 
eut. Moisten this line with vinegar or peroxide (bichloride 
solution or sugar solution are also used) trickled on with the 
dropper. Moisten repeatedly till he has cut all the way 
through. Supply bandage scissors for cutting the pro- 
tective bandage underneath the cast. 


CHAPTER XII 


ADMINISTRATION OF MEDICINES 


Care of Medicine Case.— Medicine cases should be cleaned 
at regular and stated intervals; otherwise they are likely to 
be neglected. Use a clean cloth and clear water. Change 
water when it becomes soiled. 

Remove only a few bottles or boxes at a time and put 
them back exactly where you found them. There is always 
a special arrangement of drugs and it makes the medicine 
nurse’s work difficult if they are not in their accustomed 
places. : 

Wipe each bottle with a wet cloth, omitting the label. 
Pay especial attention to corks and top of bottles. 

Wipe off the shelf before you return the bottles. 

Note if any bottle or box is empty or nearly so and notify 
the senior or charge nurse. Note if fresh corks are needed. 
Sticky liquids, acids, ammonia, iodine, tincture of iron, etc., 
need new corks frequently. : 

Solution and alcohol bottles should have their corks tied 
on so that they will not be lost. 

Never leave medicines out of the case. If you are called 
away while cleaning, put back all articles before you go. 

Lock the medicine case when you have finished and put 
the key in its proper place. Sick people are irresponsible 
and a patient may, if opportunity offers, either out of curios- 
ity or in a fit of depression, help himself to an injurious drug. 

Relabeling—A young nurse should never take the 
responsibility of relabeling medicine bottles. It seems a 
simple thing to do, but even with the greatest care a mistake 
may occur. Many hospitals permit it to be done only by 
the druggist. If there is occasion for putting fresh labels on 
solution bottles, they should be done one at a time, never 
wholesale; it is safer to leave this work to the charge nurse. 

The giving of medicine is one of a nurse’s most impor- 
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tant duties. It involves great responsibility and a mistake 
may have serious consequences. It should not be entrusted 
to young nurses, or those who have not studied something 
of drugs and their effects. _ 

Modes of Administration—Drugs are given: (a) By 
mouth; (6) by hypodermic—subcutaneously or intramus- 
cularly; (c) by inunction or rubbing in; (d) by inhalation; 
(e) by rectum; (f) intravenously; (g) intraspinally. 

The dose by mouth is taken as the standard. 

The dose by hypodermic is HElany slightly less than that 
by mouth. 

The dose by rectum is usually twice that by mouth. 

Doses are varied according to age, sex, and personal 
peculiarity. rays calculate the dose ae a child and verify 
it before giving.! 

To avoid mistakes in giving medicines, certain rulings have 
been established. 

‘Never give a drug without a written and signed order. 

Always look twice at the label before carrying a medicine 
to a patient, before you pour it, and as you return the 
bottle or box to its place. 

Never speak to anyone or listen to conversation while 
you are getting out. medicines. 

Never let one patient carry medicine to another. 

Never use a drug which is not labeled, no matter how sure 
you are of it. 

Be exact. Do not give a drop more or less than is ordered. 
In pouring out a liquid medicine, hold the glass on a level 
with your eye; otherwise, you will pour too much or too 
little. 

Do not use a spoon for measuring. 

Abbreviations.—It is necessary for a nurse to know the 
common abbreviations used by doctors and druggists in © 
prescribing, preparing, and administering medicines. Some 
of them are as follows: 


1 Young’s Rule-—Make a fraction, using the age of the child for the 
numerator and the age plus 12 for the denominator. This reduced 
to its lowest terms will give the part of an adult dose to be admin- 
istered. 
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We ene) A of each 
A. ec. (ante cibum)........ before meals 
Fil 6 es eh ee up to 
Ad lib. (ad libitum)....... as much as you wish 
Ag. {Aqua} eo oe water 
Aq. dest. (aqua destillata) . distilled water 
B..i, .d. (his tn digm) 3 twice a day 
Sieuny eee with 
Pie iat wee aaa cubic centimeter 
Eh Bol eee ee dilute 
jt yk eS eka’ Geet eek eats dram 
PRGA OD eae eet extract 
bois yee a fluid 
Fe, at). fewer let there be made 
Mo he ee gram 
Rae ae. i Bee grain 
Gtt. (gutta or guttz)..... drop or drops 
Picci cca ee eee pound 
Liq. _ liquor or liquid 
M. (misce) . oo ee a ea mix 
Be oes.) vias a ees a minim, minims 
Meee eo a milliliter 
Mist. (mistura) ere a mixture 
Oy (ontatiuesi ce oe a pint 
CPR Se od es ce ee an ounce 
P. ¢.. (post eibum) after meals 
Pen. (pre re nata) 27: as occasion arises 
FP, 6. (per fem) oS. by mouth 
Puly: (oilvig) os Gg a powder 
Oh: mame: Bora) oso; every hour 
NE Ot i ee Be every two hours 
Q. s. (quantum sufficit)....as much as is sufficient, enough 
FU APECIIOT ss ee take 
Sipc( stone) y (2 Mo eh St write, or direct as follows 
S; 0. 8. (si-optus sit)... 3: if necessary 
ga (aenrineis). a one-half 
Dtat. (etatiin yc ee oe at once, immediately 
Tied: Ger in diem) oce os; three times a day 
LY. OF TINGE ae re a tincture 
Ung. (unguentum)........ an ointment 


Preparing Medicines—Wash your hands. 

Liquid medicines should be poured from the side of the 
bottle which is not labeled; this prevents smearing and 
blurring of the label. Oils may be poured by twisting the 
bottle as you finish, giving it a half turn, so that the oil will 
run back into the bottle, not down the side. 


1R is often incorrectly called R X, and used when one means a 
prescription. 
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Always shake a bottle of liquid medicine before pouring 
out a dose. 

Hold the cork with your little finger in preference to laying 
it down. (Figure 95 shows the correct method.) If a cork 
or stopper is put down, set it on its top, so that there shall 
be no contamination of either cork or table. 

Replace the cork of a medicine bottle as soon as you 
have finished pouring. Be sure it is tight. 

To drop a liquid from a bottle, wet the cork with it and 
hold just below the edge of the bottle; as the liquid is dropped 


Fie. 95.—Holding cork while pouring medicine. 


on it, the fall of each drop is broken, making counting easier 
and the process more exact; or, use a medicine-dropper. 

When a certain number of drops are ordered, find out 
whether the drug is to be dropped from the mouth of the 
bottle or from a medicine-dropper. There is a marked dif- 
ference in the size of the drops formed by these two methods 
and a mistake would result in too large or too small a 
dose. 

Always shake a liquid medicine before pouring it. If 
there is sediment in the bottle ask whether or not it is to be 
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used. (Distinguish between sediment and heavy medicinal 
substances.) 

To get a pill or tablet out of a bottle, tip and roll the 
bottle slowly and carefully. With a little practice one can 
be poured out at a time. 

A medicine tray for a private patient should have a doily 
or napkin on it, a glass of water set on a small plate, and 
the medicine in a small glass if it be a liquid or in a spoon 
if it be a pill, tablet, or capsule; if it be a powder, it should 
remain in its paper until you are ready to give it. 

Medicines for wards are usually gotten on a large tray, 
each dose being labeled with a card containing the patient’s 
name or number. 

The tray should contain: 


Two or more tumblers. 

Pitcher of fresh water. 

Glasses containing liquid medicine. 
Pills or tablets in spoons. 

Powders in their papers. 


The cards used are of different colors, for example, a 
green card signifies that the medicine is given four times a 
day; a yellow card before meals; an orange card, after meals; 
a pink card, every three hours; white, at bedtime; blue, 
etc. 

These cards must be verified each day by the medicine or 
charge nurse. 

A ‘medicine list’? is usually posted near the medicine 
case, showing what medicines are due at various times of day. 

Administering Medicines.——The nurse should be able to 
tell her patients how to take their medicines with the least 
discomfort. Patients who have been ill for some time will 
have their own methods, but many will be dependent upon 
their nurse to show them the best way. 

Pills, tablets, and capsules should not be poured into the 
hand for counting, nor should a nurse ever touch a pill with 
her fingers. Always use a spoon. ‘Take the pill to the 
patient im the spoon and give it from the spoon. 

Pills or capsules are more easily swallowed if placed at 
the back of the tongue and washed down with a liberal 
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amount of water. Or a mouthful of water may be taken 
first, the pill slipped between the teeth, and, as it were, 
floated down. 

A dry powder is best given in a dessertspoonful of water, 
care being taken to wet every part of the powder before 
giving. Some powders, as aspirin, trional, etc., are very 
disagreeable if taken into the mouth dry, causing choking. 
A few of the heavy powders, like bismuth, may be given dry 
on the tongue and washed down with water. 

Liquid medicines of disagreeable taste should be given 
with very little dilution, but followed with the requisite 
quantity of water. For example, Epsom salts should be 
given dissolved in a small quantity of water, but should be 
followed by a glassful. Bread, sugar, or orange removes an 
unpleasant taste from the mouth better than water; one of 
these should be brought in on the tray to be given after a 
nauseous dose. 

Very bitter sobadnince: as nux vomica, cascara, etc., will 
not taste so badly if the patient will close the mouth so 
tightly that no air can enter for a few minutes after taking 
the dose. ' 

For unconscious or delirious patients, have the quantity 
of medicine as small as possible, and always liquid; use a 
small spoon or dropper and place the medicine as far back 
in the mouth as possible. 

Do not dilute cough mixtures. 

Irritating or acid medicines should be well diluted. Acids 
or iron preparations should be taken through a tube and the 
mouth rinsed afterward. 

Saline cathartics are usually followed with a full glass of 
water. If given to lessen edema they should be administered 
quite concentrated. 

If a liquid medicine and a pill are to be given at the same 
time, give the pill first. 

When the patients have peculiarities in taking their 
medicines, respect and try to remember them. 

Display interest in giving medicine. It is to the patient 
an important matter; and it is easy for him to suspect a 
mistake if the nurse’s manner is indifferent. 
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Do not leave a patient until the medicine has been swal- 
lowed. It is not uncommon to find pills under draw sheets 
and pillows, or liquid medicines in bed-pans, urinals, or 
sputum cups. | 

Giving Medicine to Children.—Children find it very 
difficult to swallow pills or capsules. Try putting the dose 
into a spoonful of jelly or a bit of bread. If this does not 
help, crush or dissolve the pill or ask if liquid medicine can 
be substituted. Children take unpleasant doses quite read- 
ily if they are in such a form as to be easily swallowed; a 
liberal piece of orange after them will usually be an induce- 
ment to try. 

Giving Castor Oil.—Castor oil, the bugbear of the average 
patient, may be given in many ways, in coffee, in beer foam, 
in whiskey or brandy, etc. The most satisfactory methods 
are those which conceal its oily character; the following has 
been used with success: 

Make a small quantity of strong lemonade, put the oil 
into it, set the glass on a plate, and when at the bedside 
stir in } teaspoonful of baking soda; this will cause effer- 
vescence, and if the mixture is drunk while still foaming, no 
unpleasant or oily taste can be detected. Babies and small 
children usually take castor oil best without any attempt at 
disguise, directly from the spoon. 

Effect of Medicine.—In general, where much medicine is 
being given, impairment of digestion should be watched for, 
and if it can be traced to any particular drug, the phys- 
ician’s attention should be called to it. 

When stimulants are being given, watch for changes in 
the pulse and note any difference from day to day. Very 
important changes may take place, and the nurse should 
be able to detect them as soon as the physician does. 

Remember that some drugs produce ringing or buzzing 
in the ears or impairment of hearing, as quinine and the 
salicylates. If these symptoms occur, report them. 

Remember that some drugs produce rashes, as the bro- 
mides, the iodides, quinine, turpentine, morphine, arsenic, 
belladonna, etc., and if any appear, call the doctor’s atten- 
tion to them. All persons are not alike sensitive to these 
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things, and small doses may produce in one person an effect 
for which another would require a very large dose. 

When giving large or long-continued doses of drugs, 
familiarize yourself with the symptoms of poisoning, remem- 
bering that patients are differently affected. 

In giving strychnine, report any twitching or jerking, 
however slight. 

In giving digitalis, report disordered stomach or very 
slow pulse. When a patient is to be ‘digitalized,’ an order 
usually states when to discontinue; for example, when pulse 
reaches 60. 

In giving potassium iodide, report watering eyes or 
coryza. 

Drugs given by inunction are usually ointments and are 
dispensed in measured amounts wrapped in oiled paper. 
Mercurial ointment is the commonest drug so given. 

Protect your first two fingers with rubber finger-cots or 
part of a discarded rubber glove and rub the amount gently 
into a small area of skin, until it has disappeared. Do not 
use the bare fingers, or you thus give yourself a dose of the 
drug. 

Choose a different site for the inunction each day, one 
where the skin is thin. The inside of the arm and the thigh, 
the side of the chest, the groin, etc., are selected. 

A patient may do this for himself and without perane 
his fingers; but he must be well supervised. 

Inhalations.— Drug ordered given by inhalation may be 
placed in a pitcher of boiling water, covered with a stiff 
paper cone, with an opening at the top of sufficient size to 
permit free escape of steam. If the patient’s face is sur- 
rounded by a towel, it will help to keep the steam in. If 
tincture of benzoin is thus given, it should be occasionally 
stirred with a wooden tongue-depressor. (Alcohol or ether 
will clean the pitcher after use.) 

Dry inhalations of smoke are sometimes given for asthma; 
they are usually of belladonna, or stramonium leaves, which 
are put into a bowl and set on fire; cover with a paper 
cone open at the top and have the patient inhale the 
smoke. 


204 THE TECHNIC OF NURSING 


Steam inhalations are usually long continued and must be 
given by the use of a ‘‘croup tent’? (Chapter XVII). 

Amyl nitrite, being very volatile, is dispensed in sealed 
“pearls” of very thin glass. These are crushed in a piece of 
gauze or in the woven cover attached to the pearl and the 
vapor is inhaled. 

(For oxygen inhalation see Chapter XVI.) 

(For medication by rectum see Chapter XIX.) 


Fie. 96.—Inhalation. 


Suppositories are firm, cone-shaped sticks of material 
(usually cocoa butter) which will dissolve at body tempera- 
ture. They are inserted into the rectum for local or sys- 
temic effect. Push them well in, making sure that they pass 
beyond the internal (second) sphincter muscle. 

Hypodermic Injections.—Medicines may be given hypo- 
dermically (by injection under the skin—7. e., subcutane- 
ously) when it is impossible or unwise to give them by 
mouth or when rapid action is desired. This method is 
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commonly employed in case of shock, in extreme pain, or 
when the stomach is disordered, when the drug is not readily 
absorbed by the digestive tract, or when a local effect is 
desired, as with cocaine Only small amounts of drugs are 
given subcutaneously. 

Most of the drugs given hypodermically are powerful 
and the doses must be accurate and the effects closely 
watched. These drugs may be in the form of tablets which 
are readily soluble and which give an accurate dosage. The 
nurse should be sure that she does not make mistakes in 
fractions in estimating doses to be given by hypodermic, as 
in thinking that two-thirtieths make a sixtieth instead 
of a fifteenth, two-fifths a tenth, instead of four-tenths, 
etc. | 

A number of drugs are put up in ampules (small sealed glass. 
bottles); the dose is usually the contents of one ampule, but 
this should be carefully verified before giving. 

“Risks to Be Avoided—lIn giving drugs hypodermically, 
one may: (a) Injure blood-vessels or nerves. Avoid this by 
choosing a site on the outside of the arm or thigh, in the 
large muscles of the back, or in the buttocks. The outside 
of the upper arm is commonly used for convenience. 

(b) Break a needle in the flesh. To avoid this, do not use 
a bent needle; do not inject over or near a bone; tell the 
patient what you are going to do, and if she has not had a 
hypodermic before, explain that it will feel like a pin prick; 
have a delirious or refractory patient held while you are 
giving the injection. 

(c) Cause an abscess. To avoid this, be sure that the 
skin surface is well cleansed, that your needle and syringe 
are properly sterilized, that you do not make a ‘“‘break” in 
technic during the procedure. Irritating drugs are usually 
best given intramuscularly, 7. e., by directing the needle 
straight into the flesh. 

(d) Cause excessive pain. To prevent this, use a very 
sharp needle. (Needles can be quickly resharpened by 
rubbing them, held slanting, on a fine sharpening stone.) 
Be sure it is not rusted. Select a fine needle. 

To Prepare and Give a Hypodermic Injection.—Wash 


206 THE TECHNIC OF NURSING 


your hands. Get hypodermic tray and verify its contents. 
It should contain: 


Alcohol lamp. 

Matches. 

Jar of alcohol sponges (cotton balls, not too small, wet with 
alcohol). 

Glass hypodermic (usually in jar of alcohol). 

Spoon. 

Small dressing forceps. 

3 or more hypodermic needles, extra wires. 

Bottle of sterile or distilled water. 

Drugs in tablets or ampules. 

Bow! or jar for waste. 

Small file for opening ampules. 


If the syringe is not kept in a jar of alcohol, boil it five 
minutes, disinfect it by drawing up and expelling alcohol 
four or five times; then draw up sterile water and expel it 
into the waste bowl. Place the end of the forceps in alcohol 
jar. 

Remove a sponge from the jar with the forceps, pressing 
excess fluid out against side of jar with a twisting movement 
and lay it on jar cover, which has been placed upside 
down. 

Light the alcohol lamp. Fill the spoon with sterile water, 
select a needle and drop into it, making sure that it is en- 
tirely covered with water. Leave the wire in the needle. 

Boil the needle for one minute and set the spoon down, 
resting handle on the edge of tray or match box. Remove 
the needle with the forceps and lay it on the alcohol 
sponge. 

Draw hot sterile water from the spoon up into the syr- 
inge. Discard the remainder of the water in the spoon. 
Hold the syringe upright and expel all but 10 to 15 minims of 
water. : 

Put the required tablet into the spoon, add water from 
the syringe, and gently shake it or stir it with the tip of the 
syringe. Make sure that every particle dissolves. Draw 
every drop of this solution up into the syringe. 

If the drug to be given is in an ampule, wash outside of 
ampule with alcohol, mark it with the file, and break it 
open. Wipe top of broken part with an alcohol sponge. 
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Sterilize the syringe and needle and fit the needle tightly 
on. Push piston well down. Insert needle carefully into 
ampule and withdraw the solution. (The needle must not 
be too short or it will not reach.) 

Remove the wire from the needle and fit it snugly into 
the syringe, making sure that you do not touch the needle 
and render it unsterile. Holding with needle straight up, 
expel air from the syringe. Wrap it in the alcohol sponge 
and carry to the patient. : 

Scrub the site chosen for injection with an alcohol sponge. 
Holding the syringe between the first finger and thumb of 


Fig. 97 er ineerting the hypodermic needle.—(From Reid, Hoffman, Jennings, and 
Reed, ‘‘Nursing Procedures.’’) 


right hand, take up the flesh with left to make a firm place, 
insert the needle at an angle quickly into the flesh. Be sure 
not to touch the piston. 

Withdraw the needle slightly, readjust fingers, and inject 
the solution slowly. Be very careful not to move the needle 
while injecting. Inject every drop. 

Wait a second, press the alechol sponge where the needle 
is inserted, and withdraw it quickly from underneath. Scrub 
the place of injection gently with a sponge to help the 
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solution absorb. If the drug is an-irritating one, continue 
the rubbing for at least a minute. 

Readjust the patient’s clothing and bedding. 

Rinse the syringe and needle with sterile water, then with 
alcohol. 

Put a wire in needle ‘aad replenish supplies if necessary. 
Cover jars. Empty waste. 

Record hypodermic. 


Fig. 98 Injecting the medication—(From Reid, Hoffman, Jennings, and Reed, 
“Nursing Procedures. i») 


Caution —If needles are not fitted on very securely, the 
drug may leak out at the most important moment. 

Should such an accident occur, notify the doctor, tell 
him about how much solution was lost, and get instructions 
as to what is to be done. 

Nurses Taking Drugs.—Avoid the habit of taking a drug 
for any little ailment which you may have. The practice is 
an infinitely dangerous one, and no one is safe who allows 
herself to begin it. Make it a strict rule never to prescribe 


ADMINISTRATION OF MEDICINES 209 


for yourself, even in the simplest disorders. Go to your 
superintendent or supervisor. 

In regard to taking drugs which relieve pain, the rule 
which is universally accepted is the only safe or honorable 
one. Never administer to yourself any pain-dispelling drug. 
If you have need of such relief, someone else should pre- 
scribe, measure out, and give it to you. 
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CHAPTER XIII 


OBSERVATION OF SYMPTOMS 


Importance of Observation.—Too much emphasis cannot 
be put upon cultivating the power of observation. The nurse 
must be in this the physician’s right-hand man, and he 
should be able to depend upon her absolutely. The phys- 
ician spends but a few minutes with the patient where the 
nurse spends hours. Most patients brighten up during the 
doctor’s visit, and appear better than they are; while a 
few deliberately or unconsciously assume a woeful appear- 
ance which may be misleading. At the best, the doctor 
must often make a snap judgment, while the nurse is in a 
position to know conditions more accurately. 

Each nurse should make it a matter of pride not to let 
anyone else see a symptom before she does. Florence 
Nightingale said, “‘A good nurse sees everything that is in 
sight.”’ This power can be cultivated from the first day 
in the hospital. If you cannot see a dirty spoon or a bed- 
spread which is awry, you will hardly be able to recognize 
the fine points of change in a patient’s condition. 

Be eternally on the watch for new symptoms in every 
patient, for often the cases which seem the least interesting 
are those from which you may learn most. Make it your 
ambition to become indispensable to the doctor, to know 
everything which he may ask, to report before he has a 
chance to ask, and to make him feel that whatever happens, 
you will recognize the condition and let him know. 

This ideal cannot be attained in a month or in a year, 
and it is for this very reason that the nurse’s course of 
training is made from two to three years long. She may learn 
in one year how to do nearly everything which comes in 
ordinary work; but to be competent to watch a sick patient, 
to appreciate what is happening to him and why it happens, 
to recognize and meet emergencies as they arise, to be | 
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trusted and trustworthy, she must spend many months in 
actual contact with patients. It is useless to expect to learn 
it without. this contact. 

Accuracy in Reporting Observations.—The nurse should 
learn to state her observations, and to do it exactly, clearly, 
and concisely. If she is able to say only that there is ‘‘some- 
thing queer’ about a patient, she will not be very helpful 
to the physician. She should know what she sees and be 
explicit in what she says. Do not make statements such as 
“slept pretty well,’ but give the approximate number of 
hours and tell whether the sleep was quiet or disturbed. 

' Symptoms are defined as ‘‘signs or evidence of disease 
or of change in patient’s condition.”” They are of two sorts: 
subjective, those of which the patient tells you; and objective, 
those which may be seen by another person. They are of 
equal importance. 

With children, delirious, or unconscious patients only 
the objective symptoms are known, and the physician is to 
that extent hampered in his work. Such cases therefore 
require extraordinary alertness and keenness on the part 
of the nurse. 

Bear in mind also that patients will often tell a nurse 
facts which they conceal from the doctor, sometimes from 
diffidence, sometimes because they think them of no im- 
portance, sometimes because they forget them; these very 
items may be of great moment and alter the whole diag- 
nosis and treatment. 

Symptoms may be misleading, the patient may exaggerate 
them either because of supersensitiveness or a desire for 
sympathy; or minimize them, from shyness or from bravado. 
He may not have understood the question asked—this is 
frequently the case with children, very shy persons, or 
foreigners. He may be confused or too sick to concentrate 
on the question. He may deliberately falsify for one reason 
or another. Or, as Florence Nightingale pointed out, the 
symptoms may be the result of neglect or poor nursing 
rather than of the diseased condition. 

Symptoms may be misunderstood because they manifest 
themselves in a part of the body remote from the part 
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actually diseased. As cough may be due to ear abscess, or 
indigestion; earache to a throat infection; difficult breathing 
to heart trouble; pain under the shoulder at the back may 
be due to a stomach disorder; pain in the lumbar region to 
some pelvic disturbance; while headache signifies disturb- 
ance in so many different portions of the body that it is 
probably the most difficult of all symptoms to interpret. 

In reporting subjective symptoms always give the patient’s 
exact language. <A difference in wording may amount to a 
difference in meaning or may give a misleading impression. 

‘Symptoms are merely the manifestations of nature’s 
forces at work for the relief or cure of the condition. For 
instance, pain is nature’s insistent demand for absolute 
rest of a diseased part, so that the cells may devote their 
entire attention to repair; difficult breathing in heart dis- 
ease forces one to rest; vomiting, diarrhea, and coughing are 
means of eliminating substances which not only irritate, 
but interfere with function; an elevated temperature in- 
creases the vital resistance and aids the body to combat 
bacteria. 

“This effort to meet the normal demands of the body 
means a tremendous loss of vital energy, and if continued 
will wear the patient out. The treatment of disease must 
therefore be to remove the cause of the trouble and relieve 
the symptoms when they are so intense or prolonged as to 
tax the patient’s strength.’”! 

Nurses are held responsible for observing and reporting 
the following symptoms: (1) Those complained of by the 
patient; (2) those visible; (3) change in temperature, pulse, 
and respiration; (4) unusual conditions of bodily discharges. 

General Appearance.—Always, upon entering a room, 
either for the first time or the fortieth, try to get a general 
impression of your patient. One may in the beginning do 
this unconsciously and later forget all about it. The best 
doctors lay great stress upon this point and find it a frequent 
aid to diagnosis. 

Notice whether he is gaining strength or losing ground; 
whether he tires less or more; whether he is taking more or 
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less interest in life, enjoys visitors, reading, etc., more or less. 
These general observations may be of more importance than 
specific symptoms. , | 

On the other hand, some apparently small thing which 
occurs only once or twice a day may give a clue to an other- 
wise baffling situation. 

Abdomen.—The nurse should take heed to the general 
condition of the body, whether well nourished or emaciated, 
and as to whether the flesh is firm or flabby. In particular, 
the abdomen should be observed and its shape noted, whether 
full, round and distended, or sunken; tympanites (distention 
from gas) may be of great importance, especially in typhoid, 
pneumonia, and after abdominal operations. Note whether 
it is hard or soft; whether there is much abdominal fat, or 
whether the wall is so thin that one may see the movements 
of the intestines; whether there is tenderness or soreness 
or rigidity in any portion. Any scars here or on other parts 
of the body are to be noted, and bruises or marks of any sort. 

Appetite is always an important matter. The nurse should 
make her own observations in regard to this, as a patient’s 
own ideas are not always correct. 

Breath.—Note any peculiar odor to the breath. If it 
is fetid, it may indicate a disordered stomach, bad tonsils, 
nasal catarrh, lung abscess, etc. There is a sweetish odor 
to the breath of a patient with diabetes; in uremia, an odor 
of urine. 

Chills are due to an overstimulation of nerve centers. 
Note the time of day when they occur, and whether they 
follow any treatment, exertion, emotion, etc. Observe how 
long a chill lasts (by the clock), whether it is violent, causing 
the bed to shake and the teeth to chatter despite all efforts 
at control, or whether it is merely a shivering. Note if the 
lips and nails become blue, or the face is livid. If possible, 
take the temperature during a chill, immediately upon its 
conclusion, and a half-hour afterward. It will often be 
found normal during a chill and greatly elevated soon 
afterward. A severe chill is usually followed by a high tem- 
perature. 

As a rule, a chill which is accompanied or followed by 


Zi* THE TECHNIC OF NURSING 


a high temperature should be promptly reported, as it may 
be of grave import. Ordinarily a chill which does not 
disturb the temperature is nervous in origin and may be 
disregarded except so far as to make the patient comfort- 
able at the time of its occurrence. Immediately after opera- 
tion or after childbirth, chills are more or less common and 
not serious. A chill which occurs forty-eight hours or more 
after operation or delivery is, however, usually suggestive 
of danger and should be reported at once. 

Changes in Color.—A sudden pallor may be due to fright 
or internal hemorrhage. Peculiar and characteristic forms of 
pallor are found in leukemia, hookworm disease, cancer, 
Bright’s disease, and with drug habitués. Fever may flush 
the face; one cheek may be brilliantly red in some forms of 
pneumonia or tuberculosis; a blotchy red may indicate al- 
coholism or some special heart abnormality. 

Cyanosis (blueness) is due to faulty circulation or inter- 
ference with respiration and is therefore usually serious. 
A gray color usually indicates silver poisoning; in negroes, 
grayness is the same as pallor in whites. 

Convulsions are of the same nature as chills, only more 
violent and serious. They are called spasms by the laity. 
They are of two sorts: (a) clonic, or intermittent; and (b) 
tonic, or continuous. 

They may be psychological, as hysterical convulsions; 
due to epilepsy; to strychnine poisoning; to reflex irrita- 
tions, such as, in children, intestinal disturbances, worms, 
etc.; or they may indicate the beginning of meningitis. 

They should be immediately reported, so that a physician 
may, if possible, arrive before they are over and be able to 
see the exact condition. Little can be done except to keep 
the patient from falling out of bed or injuring himself 
in any way. Biting the tongue may be prevented by putting 
between the teeth the handle of a spoon or wooden tongue 
blade wrapped in cloth. 

The pulse should be watched, the color, and the respira- 
tion. Note whether the eyes are affected and how; whether 
or not there is frothing at the mouth; whether or not the 
patient is unconscious. 
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The exact duration of the seizure should be noted by a 
timepiece. 

Cough and Expectoration.—Cough should be noted and 
described carefully. Observe at what time of day it occurs 
and whether when the patient is lying down or sitting up. 
Note whether it is harsh and dry (bronchial), or deep and 
hoarse; whether it is easy and merely annoying, or whether 
it racks and exhausts; whether there is a brassy ring to it, 
a rattle, or a wheeze; whether it comes in paroxysms and, 
if so, what seems to start them; whether the cough is ac- 
companied by expectoration or by pain. One should learn 
to recognize the ‘‘crowing’’ cough or croup and the con- 
vulsive cough of whooping-cough (several short sharp ex- 
pirations, following a loud, long inspiration—the so-called 
‘“whoop”’). Note the character of the expectoration, frothy, 
foamy, stringy, tenacious, thick, cheesy looking; what its 
color is, white, vellow, greenish, pinkish, light or dark red, 
or rusty (as the ‘‘prune juice’ expectoration of pneumonia), 
if it has any odor, what quantity there is, etc. 

Cry.—With children or delirious persons, note the char- 
acter of the ery. The cry of hunger in babies is continuous 
and annoying, but not distressing. The cry of pain is sharp 
and strong and ceases of itself when the pain ceases; if 
from colic—gas in the intestines—the baby draws up its 
legs and may suddenly relax them, giving the impression 
of kicking. A low, whining cry indicates poor condition; 
sick babies often cry continually because of bodily dis- 
comforts. In hydrocephalus and meningitis there are sharp, 
characteristic cries. ‘‘Night cries,’’ sudden outcries in sleep, 
may be due to bone tuberculosis. 

Delirium may be due to insanity, toxemia, alcoholism, 
etc. If there is active delirium, be able to describe it, whether 
it is violent, or quiet and busy, preoccupied, or directed 
toward the person present, whether the speech is incoherent 
and the sentences wandering and disconnected, or whether 
there is a definite, persistent idea in mind; whether the dis- 
turbance is continuous or comes In paroxysms, and what seems 
to produce them. Delirium tremens, the violent and trem- 
bling delirium of acute alcoholism, is a very serious matter. 
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Note that opposing or restraining delirious persons tends 
to increase the trouble; interfere, therefore, only when harm 
to the patient or others seems imminent. A delirious 
patient should never be left alone, even for a moment. 

Unconsciousness or coma, from which the patient cannot 
be aroused, is a very serious symptom. 

Dizziness (vertigo) may be important. It may be due to 
eye-strain; to toxemia; to pressure or wax in the ear; to 
conditions which take blood away from the brain, and to 
neurasthenia. 

Edema is a collection of fluid in the tissues or body cavi- 
ties (the latter is called dropsy). It may be due to (a) inter- 
ference with the venous circulation, disease of the heart, 
pressure from tumors, scars, etc.; (b) retention of fluid in 
the system; (c) lessened absorption of lymph; (d) change 
in the composition of the blood. There may be edema 
about the eyes, ankles, and hands early in the morning 
which disappears in a short time; this should always be re- 
ported; it may be due to overdoses of arsenic, or to heart 
or circulatory troubles. A urinalysis is ordered, as edema 
may be a svmptom of serious kidney trouble. A collection of 
fluid in the abdomen may be mistaken for distention by gas. 

Eruption upon the skin (rash) should be noted, and 
if found, described, stating whether it is a fine or coarse 
rash, a bluish or a spotted condition, whether the spots 
disappear upon pressure (as the rose spots of typhoid), 
whether they are pimples or pustules, or simply roughnesses 
of the skin; whether their color is pink, red or purple, or 
copper-colored (as in syphilis); upon what part of the 
body they are thickest; whether the eruption is painful or 
itches, or neither; whether there are dry scales of skin, or 
moisture. A rash on the buttocks of a baby may indicate 
intestinal disturbance. 

Eruption may be erythema, a simple redness or blush 
(as in scarlet fever or some drug rashes); macules, small 
discolored spots, not elevated; purpura or petechia, small 
spots in skin or mucous membrane due to collection of 
blood in the tissues outside the vessels; ecchymoses, large 
purpura spots; papules, small elevated spots, usually dis- 
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colored; wheals, elevated spots, red or whitish, which come 
and go; crusts, dried exudates; scales, dry bits of epidermis; 
vesicles, small elevated spots filled with serum; pustules, 
like vesicles, but containing pus. 

The occurrence of a rash is of great importance, as the 
patient may be developing a contagious disease which will 
endanger all about him. 

Always show a rash to the doctor or charge nurse; do 
not depend upon describing it. 

Eyes.—Note the expression of the eyes, and whether 
_ they are quick to respond to the light and to movements, 
or whether they are dull and need a definite time to react. 
Observe if the eyelids quiver, twitch, or droop. Note 
whether the whites of the eyes are bloodshot, bluish, or 
yellowish. Look at the pupils and see whether they are more 
than ordinarily contracted or dilated; note any unevenness 
in the size of the two pupils. 

Contracted pupils may mean opium poisoning, uremia, 
pressure in the brain, etc. Dilated pupils may be due to 
atropine or belladonna, severe shock, etc.; unequal dilation 
usually indicates brain injury, disease, or pressure. 

Protrusion of the eveballs is usually a symptom of exoph- 
thalmic goiter. Turning of the eyes to one side may indi- 
cate brain tumor or hemorrhage. 

Watering of the eyes may be due to coryza at the begin- 
ning of some contagious diseases, notably measles, or to 
overdoses of potassium iodide. 

Redness and inflammation of the eyelids may indicate 

eye-strain or an infection. 
Intolerance of light (photophobia) may occur in eye 
troubles or in meningitis, etc. 

Facial Expression.—This is important. A serene, com- 
fortable cast of countenance may be a hopeful symptom 
when other indications are unfavorable; likewise a pinched, 
anxious look may be the first danger signal of a serious 
condition. A dull, apathetic look indicates serious illness. 
An overalert, excited expression is a sign of mental dis- 
turbance. There are many fine shades of facial expression 
which a nurse should accustom herself to read. 
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Headache should be described in the patient’s own words. 
It should be located, whether frontal, temporal, at top of 
head, back of neck, etc. It may be due to digestive disturb- 
ance (three-fourths of the headaches are said to be of this 
origin), toxemia from any cause, eye-strain, pelvic dis- 
orders, general debility, anemia of the brain, congestion of 
the brain (due to fever, excitement, exposure to the sun, 
etc.), or to meningitis, abscess, or brain tumor. 

Hearing.—Pay attention to the quality of your patient’s 
hearing, noting whether it is supersensitive, or dull and 
slow, to catch a sound. Any buzzing or ringing in the ears 
should be reported and certainly any discharge or pain. 
The case of a foreigner unable to speak English was wrongly 
diagnosed as typhoid until a nurse found that he was havy- 
ing pain in his ears, when symptoms of meningitis were 
discovered. 

Lips.—Always note the color of the lips, as well as of the 
whole face. Observe the line of the nostrils and of the 
mouth. Note any puffiness under the eyes, whether they 
seem hollow or sunken, or have dark circles or lines below 
them. 

Mouth.—The condition of the mouth and throat is an index 
to many diseases. 

Note condition of the teeth and any peculiarities; rickets 
and some of the contagious diseases, such as measles and 
scarlet fever, produce badly formed or rough teeth; conical 
teeth with notched edges (Hutchinson’s teeth) are char- 
acteristic of congenital syphilis. Note the gums, whether 
they are pink and firm. A blue line at the gums may indi- 
cate lead, copper, or silver poisoning; spongy, bleeding 
gums are found in syphilis; note swollen or especially ten- 
der gums. 

Make occasion each day to look at your patient’s tongue. 
Note the color, whether it is pale, dull or bright red, or 
purplish. Observe its coating, whether it is light or thick, 
and the color of it. If the tongue trembles or twitches, if 
it is very pointed or tense, or wide, soft, and flabby, it is 
noteworthy. 

One sees a “furred’”’ tongue in digestive disturbances; 
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it is bright red with small spots (strawberry tongue) in 
scarlet fever; ulcers may be due to stomatitis (thrush) 
or to syphilis. 

If any complaint is made or any peculiarity noticed, look 
into the patient’s throat, asking him to say ‘‘Ah”’ so as to 
open it to view, or use a tongue-depressor. If it is an angry 
red, or pale and dull looking, if there are spots, red, gray, 
or whitish, if there is any swelling, call the physician’s at- 
tention to it. 

Small, dark spots with bluish-white centers, in the sides 
_ of the mouth near the molars may be Koplik’s spots, symp- 
toms of measles. 


Fig. 99.—Hutchinson’s teeth.—(From Sahli’s ‘‘Diagnostic Methods.’’) 


Patches in the throat or on the tonsils may indicate 
follicular tonsillitis, in which case they are yellow or greenish; 
or diphtheria, when they are gray. In scarlet fever or simple 
pharyngitis the throat may be an angry red. 

Mental Condition.—Observe any tendency to dulness 
or stupidity, slowness of response to a question, or any 
abnormal activity of the brain verging on delirium. 

Note any peculiar ideas or behavior; any unusual 
excitement (not explained) or apathy, and inquire tactfully 
in regard to any depression or “‘fit of the blues.”’ As a rule, 
all such observations should be specially reported, as well 
as recorded. 

Pain.—When pain is complained of, assist the patient 
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in describing it, as the exact character of pain may modify 
the significance of other symptoms, and an inaccurate 
description may cause a mistake in diagnosis. Have the 
patient tell you whether it is a sharp pain, a dull ache, 
a soreness, or a tenderness. Find out whether the position 
of the pain is defined so that one may put a finger on the 
spot, or whether it extends over a considerable area. Ask. 
whether it seems deep in or near the surface; whether it 
is greater upon moving or not affected by it. Note whether 
the pain is said to be cutting, boring, stabbing, shooting, 
stinging, burning, throbbing, cramping, etc. Find out 
whether it is continuous, or comes and goes. Ask whether 
the same sort of pain has been experienced before, and 
under what circumstances. See if change of position, 
heat, pressure, or rubbing helps it. With headache, find 
out in what portion of the head the pain is, its character, 
and whether it is a common or an unusual thing. Headathe 
in children is of special importance. . 

Position in Bed.—The position which the patient assumes 
when lying in bed is of considerable importance. <A patient 
who lies flat upon his back is usually weak and very ill, 
and the fact is not an encouraging one. Knees drawn up 
usually indicate some abdominal trouble. In colic or cramps 
the patient prefers to lie upon the abdomen, as pressure 
relieves the pain. In pleurisy he lies upon the affected side 
of the chest; in tuberculosis of the lungs, upon the sound 
side. Heart cases, or kidney cases with edema, are usually 
unable to breathe well lying down and must be kept propped 
in a sitting position. If the head is persistently drawn back, 
brain trouble or meningitis is to be suspected. 

The skin may best be inspected while giving a bath. 
Note the color of the skin, whether white and waxy (as in 
cancer); a pallid white (in shock or hemorrhage); yellow 
(as in jaundice, lead poisoning, and gall-bladder troubles), 
varying from a slight hue to a deep lemon or orange color; 
or mottled with white patches, red or brown spots; bronzed 
(as in Addison’s disease); sallow in morphine or opium 
victims; yellowish and waxy (as in Bright’s disease); blue 
(as in cyanosis from any cause). 
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Note any scratches, abrasions, bruises, sores, ulcers, 
wounds, or scars. It is often of vital importance to know 
whether or not such things existed at the time of entrance 
into the hospital. — 

Observe any tendency to excessive perspiration, and any 
special odor therefrom. Notice whether the sweating is 
localized or general. Note whether the surface of the body 
is warm to the touch, or cold and clammy. 

Sleep.—The amount of sleep should be carefully estimated, 
and the nurse should be sure of her statements in regard to 
it. Most people think that they sleep less than they do, 
and while it is not wise to contradict a patient’s statement 
in this matter, the record should show the exact situation. 
Do not assume that a patient is asleep because he lies 
quietly with the eyes closed, but note the character of his 
breathing; a little practice will enable one to distinguish 
between the deep, regular breathing of sleep and the con- 
‘trolled, less steady respiration when awake. 

If sleep is broken, notice how long are the intervals, 
and whether the patient lies awake for long periods or for 
a few minutes only. Notice whether he is disturbed by 
noises, by dreams, or by physical discomfort. If the sleep 
is restless, observe whether the patient moves and turns 
a little as if simply to change position, or whether he flings 
himself about and tosses from one side of the bed to the 
other. All these points aid the physician very materially 
in diagnosis and treatment. 

Voice.—Observe the quality of the voice, and try to learn 
whether any peculiarity in it is of recent origin or connected 
with the present illness. Hoarseness, a break in the voice, 
a strident quality, indistinctness of utterance, nasal tones, 
thick speech, etc., may be of importance. Remark the 
quickness of Hesponse. or any inability to use ne voice as 
the person wishes. 

Vomiting (emesis) may be due to (a) irritating substances 
in the stomach or intestine; (b) toxic substance in the blood; 
(c) nervousness; (d) brain injury, or disturbance of brain 
circulation. The time and frequency of vomiting should 
be noted, whether it is accompanied by mild or violent retch- 
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ing or is a simple regurgitation, whether or not it relieves the 
patient. The material vomited should be described, and, if 
at all unusual, saved for inspection. Nausea should also 
be reported and described. 

Miscellaneous Symptoms.—Restlessness, if extreme, is 
usually a serious symptom. Picking at the bedclothes is a 
danger signal, often heralding the approach of death. 

Twitching or jerking of the muscles of any part of the 
body should be promptly reported, as it may precede con- 
vulsions, especially in pregnancy or kidney cases. 

Pensiatent hiccough is a serious symptom. 

Swelling of glands in the neck, axilla, breast, or groin 
should be observed and reported, as it is probably due to 
some infection or a beginning tumor. 

Any discharge from the vagina is to be noted. The char- 
acter and amount of menstrual discharge recorded, any 
pain, whether severe or slight, and any nervous symptoms 
or mental depression observed in connection with it. The 
finding of round-worms, pin-worms, or sections of tape- 
worms should be noted on the bedside record and the speci- 
men saved for a doctor’s inspection. 

The loss of controi of any part of the body, dragging of 
the feet, peculiar gait; enlarged joints, numbness, tingling, 
itching, fainting or feeling of faintness, sinking sensations, 
dyspnea, heartburn, etc., all should have the physician’s 
attention called to them, as they may be connected with 
some oncoming condition which is serious and which might 
not otherwise be recognized until too late. 

A doctor comes but once or twice a day, and in the interim 
important changes may occur, which, if the nurse is not 
observant, may lead to serious results. 

The Limits of a Nurse’s Responsibility—The nurse 
must realize that her responsibility ends with the carrying 
out of orders and the watching of the patient. She is in 
no way accountable for the result of a treatment or medicine, 
providing it has been correctly administered. It is her 
place to do exactly as she has been told, without criticism 
of methods. 

Expressing Opinions.—The nurse’s opinion of a case is 
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not wanted. It is not her province to say why a symptom 
has occurred, and it is not just to anyone concerned that a 
doctor should be biased by what he has been told. If he 
examines the patient with a preconceived notion in his 
mind, he may be thrown on an entirely wrong track. Avoid 
making statements such as “Mrs. Smith has a headache and 
I think it is because her bowels have not moved.”’ Simply 
state the two facts and leave it to the physician to draw 
any conclusion which may be warranted. 

It is likewise not a nurse’s duty to make a diagnosis, 
_ since it is obvious that she has not had the training for it. 
Neither should she be guilty of attempting to prescribe; 
her knowledge of drugs and their effects is at best super- 
ficial; and it takes years of study and observation in these 
special lines for one to be even moderately successful. 

In carrying out orders, a nurse must give exact obedience, 
no matter what she may think as to their wisdom. There 
‘are but two exceptions: A marked change may have taken 
place between the doctor’s visit and the time of carrying 
out one of his orders; she should in this instance notify 
her head nurse of the condition and do nothing until she 
receives further instructions. Or she may suspect that 
a mistake has been made in an order and that the doctor 
wrote what he did not mean; in this case she should have the 
order verified before proceeding with its execution. 

Immediate reports should be sent to a physician of the 
occurrence of any of the following: 

Sudden rise in temperature or very high temperature. 

Any marked change in count or character of pulse or 
respiration. 

Any hemorrhage. 

Abdominal distention. 

Retention or suppression of urine. 
Unusual or severe pain. 
Convulsions. 

Coma. 

Chills if followed by temperature. 


CHAPTER XIV 


NIGHT NURSING. CARE OF THE DEAD 


Night duty, while in some details resembling day duty, 
is sufficiently unlike it to deserve special attention. 

At night the whole atmosphere of the hospital under- 
goes a change. During the day there is activity, and the 
patient shares the spirit of it. There are under way the 
treatments which may aid his recovery, the investigations 
which may help in a better diagnosis or more effective work, 
the inquiries and visits of friends, and something of the 
stir of outside life invades the quiet of the sick-room. At 
night the spirit of the institution should catch the spirit 
of the patient and, laying aside all but absolutely necessary 
work, should try to give him the rest which he needs. 

Preliminary. When a night nurse comes on duty she 
should report to the nurse in charge of the ward, get from 
her a statement as to the condition of the patients, names 
of new patients, and should go over with her the orders for 
the night. She should see that all needed supplies are on 
hand, ice, milk, medicines, surgical dressings, blankets, etc. 

She should then see each patient, greeting those who are 
awake, so that they may know of her presence and be as- 
sured of her interest. 

Spirit of Night Work.—The night nurse often finds that 
she has nearly as much to do as if it were daytime, and she 
sometimes fails to realize that her work has quite a different 
aspect. She should remember that even though she may 
do many of the same things which she does in daylight, they 
are to be done to quiet and soothe, to help the patient to 
gain through rest rather than through activity. 

In the case of a very ill patient, for whom many things 
must be done without regard to the time of day, one may 
in eagerness for results overlook the patient’s need for 
rest and chance to react. We forget that sleep sometimes 
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accomplishes more than treatment or medicine; and so we 
have the heedless nurse who wakens the patient for a med- 
icine which might better have been postponed, and the 
thoughtless one who, finding a patient awake, turns on lights 
and bustles about doing things which make sleep impossible 
for another hour. A seriously ill person is usually restless 
enough to afford opportunity for all necessary work with- 
out disturbing him when he is quiet. 

Helps Toward Quiet.—The watchword of the night nurse 
should be quiet, and to have her patients rest should be her 
aim. The nurse who does this is not only the one beloved 
by her patients, but she gets results of which the noisy, 
business-like nurse knows nothing. 

Everything which tends to produce quiet should be 
looked after. The rules relating to visitors should be strictly 
enforced, and no matter how urgent the request, no visitor, 
not even mother, wife, or husband, should be allowed to 
remain overtime unless by special permission from the office. 
Elevators should not be used unless absolutely necessary, 
doors should be closed or propped open so that they cannot 
slam, windows and screens should be so arranged that sudden 
gusts of wind will not disturb, lights should be turned low 
or well shaded (in convalescents’ rooms put out), the hall 
lights should be screened, all little wants seen to at. one 
time, everything that the patient can reach for himself 
put in a convenient place, and as far as foresight can be 
made to go, all planned to get and keep the patient 
asleep. - 

The causes of sleep are: (a) the accumulation of waste 
products in the body, (b) anemia of the brain, (c) withdrawal 
of stimuli to the brain. 

(a) After exercise, particularly in the open air, there 
is an increased metabolism and consequent production of 
waste materials; also during the day, as the result of activity, 
waste products accumulate and act finally as a hypnotic. 
Sick people, lacking these normal conditions of life, there- 
fore less easily fall asleep. 

(b) The amount of blood in the body being the same at 
all times, it follows that if it is in one part of the body it 
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cannot be in another. If the patient’s feet are warm with 
blood circulating properly, there will probably be less 
blood in the brain. Persons with a general anemia may be 
sleepy during the day when sitting or standing, because the 
brain has not enough blood supply; they may be poor sleepers 
because at night their position sends a good supply of blood 
to the brain. For this reason most people sleep better with 
one or even two pillows; brain workers may need the head 
well elevated. 

(c) Stimuli to the brain comes through all the senses, 
therefore one should endeavor to have all sounds withdrawn 
from the ears, light from the eyes, pain or discomfort, cold 
or excessive heat from the skin. (A very pungent odor will 
awaken one.) 

The brain is also stimulated by active thinking processes, 
by worry, by emotional disturbance, or by excitement. An- 
noyances or causes for anger coming late in the day, the 
anxiety of waiting for someone who does not come, the 
excitement of a treatment or dressing done in the evening 
may easily occasion sleeplessness. 3 

Expedients to Promote Sleep.—Many simple expedients 
promote sleep, and if the nurse will take time for them, 
they save her much time in the end. 

Rubbing limbs, head, or back is a soothing procedure, 
if one bears in mind the end to be attained and does not do 
it too vigorously. A slow, deep, kneading of the muscles 
of the back and spine will often quiet a nervous patient 
when all else fails. Change of position or a readjustment of 
pillows and bedding may tend to give the necessary ease. 
Food, especially hot liquids, is often quieting. Hot milk 
seems to have special virtue in producing sleep. <A cup of 
broth, followed by a few minutes’ back rubbing, has given 
many a patient hours of rest. In occasional instances, 
where the patient is lying awake thinking of himself and 
his affairs, five or ten minutes’ reading may distract his 
mind and get him to a point where sleep is possible. The 
matter read should be something without marked plot— 
poetry is excellent—and the reading should be done in an 
even, almost monotonous tone of voice. 
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A quick and thorough ventilation of the room is often 
very effective. 

Many patients get cold toward morning and need extra 
covers; if she is careful, the nurse may go in and place a 
blanket over a sleeping patient without disturbing him. 

Do not encourage a patient in thinking that mere sleep- 
lessness is sufficient reason for demanding a narcotic. If 
one is quiet and comfortable, much sleep may not be neces- 
sary. 

Lights.—As few lights as possible should be kept burning, 
not only as a matter of economy, but also because they dis- 
turb the patients. The nurse is entitled to a good light at 
her desk, but if it is in a ward, near or opposite a patient’s 
room, it should be screened or shaded. 

The Nurse’s Step.—The night nurse’s shoes should, of 
course, be noiseless, but the character of her step is quite 
as important as the material in her shoes. A quick, pound- 
ing step in felt slippers may be very annoying, when a light, 
springy, deliberate tread in ordinary shoes may be unheard. 
The size and weight of the person has little to do with the 
matter, but her clumsiness or grace has much. 

Voice.—The night nurse should learn to modulate her 
voice. Whispering is, of course, tabooed, as it is more 
penetrating and far more disturbing than ordinary speech. 
A low, even tone with distinct enunciation is the ideal to 
be striven for. There is a quality of voice, a smooth tone 
with little variation in it, which may be used standing close 
to a light sleeper without awakening him. A little thought 
and a few experiments in this line will be a revelation to 
the young nurse. 

Manner.—The night nurse’s manner needs attention. 
No matter how busy she may be, she should seem deliber- 
ate. Three patients may want attention at once, but a 
hurried, impatient manner does not help the situation. 
‘As soon as I have time”? makes them feel neglected, when 
“T will do it right away” will make them wait patiently for 
five minutes. The fine art of making each patient feel that 
his comfort is your supreme concern can be better cultivated 
on night duty than at any other time. Night duty gives 
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the nurse opportunity to learn the management of work 
and a chance to show what she has learned. Calm self- 
control under pressure of work, coolness and serenity in the 
face of difficulties can never be better learned than on night 
duty. 

Hearing.—Cultivate your hearing and give keen atten- 
tion to all sounds at night. Learn to know by listening 
whether or not your patients are asleep. Try to discrim- 
inate between the restlessness of a sleeping person and one 
who lies awake. Make it a point to know the exact meaning 
of every slightest sound. When you are in one room, note 
what you can hear going on in other rooms, and never be 
the subject of such criticism as “‘I called and called and 
the nurse did not hear me.” If the building is so arranged 
that you cannot hear the calls of any number of patients, 
report the matter and ask to have some rearrangement of 
patients or of work. Remember also that patients can hear 
you, and that if you are in the serving kitchen chatting 
with another nurse or at the desk indulging in general 
conversation with a doctor, they are apt to be aware of it; 
the conclusions which they draw are not complimentary. 

Judgment.—The night nurse is afforded excellent op- 
portunity to cultivate judgment. When something ap- 
parently goes wrong or a patient seems not so well, try to 
look at the matter from all sides and to judge from what has 
gone before what is likely to follow. To this end, put your- 
self in possession of all the facts; for example, if a patient’s 
pulse becomes poor in quality, note whether color and 
respiration also are affected, remember whether there have 
been nervous manifestations, recall when the last stimula- 
tion was given, and whether it is too soon or too late for an 
effect from it; bear in mind what sort of a case you are 
dealing with, and, above all, see that any anxiety which you 
may feel does not become known to the patient and so add 
to his. ; 
On the other hand, do not take chances. Call for help 
or advice even with the probability of being told that you 
have been unduly alarmed, rather than take a risk. 

Definiteness.—Above all, try to be definite. When 
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you call the night superintendent, have something to tell 
her. If you waken a doctor, be able to give a straightforward 
statement as to just what is going on. Your superiors prefer 
to be disturbed rather than to have a mistake or an over- 
sight occur, but they want facts upon which to base a judg- 
ment as to the urgency of the case; apparent indifference 
may be due to a nurse’s indefiniteness. 

The Night Nurse’s Responsibility.—This is far greater 
than that of the day nurse, and one should be alive to the 
fact. She has usually four or five times as many patients 
under her care as in the daytime. On day duty there is 
always a doctor or older nurse to go to, while on night 
duty, even though the night superintendent makes frequent 
rounds, the nurse must often decide for herself whether or 
not a matter is of enough importance to warrant disturbing 


someone or sending to the other end of a large building for 


help or advice. Let the nurse be overcareful of anything 
in the case of seriously ill patients. If the patient’s life is 
in danger, she should not wait too long before notifying the 
office of it. If friends or relatives are to be sent for, they 
ought to arrive when death is merely a probability, not 
after it has become a certainty. At least a part of this 
responsibility rests with the nurse. 

Morning Work.—Be considerate about waking patients 
for their morning toilet, temperature, etc. The complaint 
often made ‘‘The nurse wakened me at five to get ready for 
breakfast which isn’t until eight,’’ is sometimes justifiable. 
Spend some time in getting ready for your work. Get out 
fresh towels or other linen, measure medicines and place 
them in readiness, prepare nourishment which is nearly 
due and get out the dishes for serving it, see that you have 
a supply of vaginal pads or other dressings which are likely 
to be needed and in every way prepare beforehand so that 
the morning work may be quickly done. When you must 
begin work, look about for the patient who is awake and take 
him first; if a patient has had a bad night and has near 
morning fallen into a sound sleep, omit him altogether and 
explain to the day nurse, taking the risk of her displeasure 
rather than to deprive the patient of his needed rest. 
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The Night Nurse’s Care of Herself.—The night nurse 
should make the care of herself an important consideration. 
Night duty is an abnormal condition, and is trying to nerves, 
digestion, and temper. It is easy when on night duty to 
get into habits which, if continued, may wreck one’s 
health. | 

Rest.—See to it that you get proper rest. This means 
a sufficient number of hours spent in bed, if not in sleep. 
The rules of most hospitals insist upon six or seven hours in 
bed, but we know that six hours is the minimum and can- 
not be continued for any length of time without damage. 
Let eight hours be your minimum. Going out for fresh air 
is not always as important as relaxation and rest. 

Fresh Air.—lIf possible, get out into the fresh air every 
day. In any event, see that your sleeping room is so ar- 
ranged as to afford you an ample supply of outdoor air. 
Open the windows wide, especially in warm weather, and 
sereen the light from your eyes with a heavy blanket or a 
dark opaque screen set between the bed and the window. 

Food.—Be careful about your diet. Night nurses have 
proverbially capricious appetites, but should be chary of 
indulging them. Treat yourself as you do some of your 
patients, and if you do not want solid food, take at least 
a small quantity of concentrated liquid nourishment. If 
you eat little, see that what you take is real nourishment, 
not knick-knacks and articles which may tempt an appetite 
but do not make blood and muscle. Do not go without 
meals. 

Work.—For the quiet hours of the night when you are 
at liberty to sit down, provide yourself some suitable work. 
Up to midnight or thereabout study may be advisable, but 
toward morning one is hardly in condition to learn much 
from a book. It is better not to indulge in embroidery or 
fine sewing by artificial light. Some general reading may be 
done, but it should be for recreation rather than for culture. 
The hospitals which require their night nurses to make dress- 
ings are not far wrong, since that is work not trying to even 
or muscles, yet keeps one awake. 
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CARE OF THE DEAD 


When the termination of disease is sad and death comes, 
the nurse must be careful to assume the proper attitude 
toward it. She should be in the room when a death occurs, 
attentive to the patient and ready to do whatever may be 
asked or needed, but should make her manner subdued and 
sympathetic and as unobstrusive as possible. A dying 
patient must not be left alone. In a ward he should be well 
screened. 

When dissolution has actually taken place, the patient’s 
eyes should be closed, the limbs straightened, and the 
friends left alone for a little while. 

A doctor must be notified that the patient has ceased to 
breathe and will see and examine the body. No after-care 
is to be given until this has been done, since the patient 
is not officially dead until pronounced so by a doctor. 

After a short time the nurse may return and begin the 
work of preparation of the body. If the patient is a man, 
this is usually done by the orderly, but for a child or woman, 
the nurse attends to it. (With ‘orthodox’ Jews, it is in 
opposition to their religious customs for anyone to touch 
the body after death has taken place. In such cases be 
alert to see that the limbs are straightened and the head 
propped on a pillow before death actually occurs. Further 
than this, a young nurse must get advice from someone in 
authority.) 

Remove all appliances and apparatus, such as back-rest, 
hot-water bag, etc., from the room or ward. 

Provide: 


Shroud (in private practice, clean nightgown). 
Gray blanket. 

Large cotton pad. 

Triangular hip binder or diaper. 
Metal comb. 

Nail cleaner. 

4-inch four-tailed bandage for jaw. 
2-inch roller bandage. 

Safety-pins. 

Small amount of absorbent cotton. 
Two identification tags. 

Warm water and soap. 

Towel and wash cloth. 
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The work should be done in silence out of respect for the 
dead. If any conversation takes place, it should relate only 
to the work which is going on. 

Work rapidly, as in some cases rigor mortis (the rigidity 
of death) occurs early, though, as a rule, it is not complete 
for about six hours; with children it comes sooner. 

Prop the head and shoulders on two pillows so that the 
blood may not settle into the neck and produce discoloration. 


Fig. 100.—Four-tailed bandage applied to jaw.—(From Cowan, ‘‘Bandages and Bandag- 
ing for Nurses.’’) 


(Neglect of this may make it impossible to remove this dis- 
coloration.) | 
Close the eyes, and if they do not remain so, insert a 
tiny scrap of unsized or tissue paper under the lid. See 
that any artificial teeth are put in promptly before there is 
any stiffening to prevent it. Remove any jewelry and place 
in an envelope labeled ‘‘valuables,’’ which must go promptly 
to the night superintendent or the office. If a ring can- 
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not be removed, tie it on, and then notify the office in 
writing. 

Wash the face and neck, comb the hair and braid it if 
it is long. Some hospitals place a little cotton in the mouth. 
Bandage up the jaw with the four-tailed bandage, placing 
a roll of bandage under each angle of the jaw to afford sup- 
port without pulling the skin. Tie the front ends of the four- 
tailed bandage at the back of the neck, the back tails on 
top of the head and the two together. This bandage must 
keep the mouth well closed, yet be adjusted so that it will 
not produce a grin; it is often difficult to do. If the patient 


Fic. 101.—Roll supporting jaw. 


is not to be removed to the morgue, the jaw may be propped 
with a roll, but not bandaged. After rigor mortis has set in, 
the jaw will remain in place. 

Bathe the entire body with soap and water. (If the 
case is offensive in any way, carbolic or lysol solution may 
be used afterward.) The body need be turned but once 
during the whole procedure. For an adult patient one 
usually needs help. 

Some hospitals require that the rectum be packed with 
cotton; this can be done by means of a split tongue-depres- 
sor, carefully. It is quite common to leave the rectum open 
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for the escape of gases. Place the cotton pad so that it will 
cover vagina and rectum and fasten in place with the triangu- 
lar hip binder, applied as a diaper. 

If there are wounds or burns, fresh dressings, as small 
as may be, must be put on and fastened in place with ad- 
hesive plaster. Remove any drainage-tubes or packing. 

Tie the feet together at the ankles, and the legs just 
above the knees, not too tightly, using a bandage applied 
in “clove hitch” or ‘‘figure-of-8’’ fashion. 

Put on the shroud, fastening it at the back. Lay the 
hands together across chest and tie together at the wrists 
with a bandage carefully applied. 

Prepare two tags, stating the patient’s name, ward or 
room number, date, hour of death, and (sometimes) the 
diagnosis and doctor’s name. Attach one to the bandage 
which fastens the hands. The second one is variously dis- 
posed of in different hospitals. 

Leave the under bedding in place unless it is badly soiled. 

Cover the patient with the gray blanket. 

Clear away and care for all articles used. 

Call the orderly to transport the body to the morgue. © 
The body of a woman or child is usually accompanied to the 
morgue by a nurse. 

Record the death. | 

When the body has been removed, strip the bed, send the 
mattress to air, wash the bed, bedside table, etc. 

If possible, procure a fresh mattress and remake the bed, 
so as to have nothing to suggest the departure of a patient. 

Any clothing or other articles belonging to the patient 
which are in the ward, or room, must be listed, made into 
a package, labeled, and sent to the office. Be especially 
particular about this, as neglect often occasions great an- 
noyance. 


CHAPTER XV 


THE CARE OF COMMUNICABLE DISEASE. MED- 
ICAL ASEPSIS 


THE development of bacteriology has taught us that 
many diseases not formerly recognized as infectious are now 
found to be. It has also taught us to control transmissible 
diseases. : 

The older classification of contagious diseases, those trans- 
mitted by direct contact, and infectious, those transmitted 
by fomites, 7. e., contaminated articles or substances, is 
now little used, and the words communicable disease cover 
all cases in which disease can be carried from one person to 
another. Exanthematous diseases are those acute com- 
municable diseases which are characterized by an eruption, 
as scarlet fever, measles, chickenpox, and smallpox. 

Communicable diseases are said to be epidemic when 
there are a considerable number of cases of one sort in any 
community at. one time; in an extensive epidemic which 
spreads over several countries or a large part of the world, 
the disease is said to be pandemic; if the disease occurs con- 
tinuously over a period of months or years in a certain local- 
ity, it is said to be endemic. Cases of communicable dis- 
ease occurring by themselves are called sporadic, but the 
term is a misnomer; they are now considered to be due to 
missed cases or ‘‘carriers.”’ 

A carrier of communicable disease is a person who has in 
his system the bacteria which cause the disease, who does 
not, however, develop it himself, but who may transmit it 
to others. The disease most commonly conveyed by car- 
riers is diphtheria; the usual seat of the retained infection is 
the tonsil. It is for this reason that routine throat cultures 
are taken from each patient upon admission to a hospital. 
Carriers are probably the cause of many epidemics. 
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A missed case is one in which the disease is present, but 
in so mild a form as to be unrecognized. Such cases doubt- 
less explain most of the so-called ‘sporadic’ infections. 

Transmission of communicable disease is now said to be 
only by contact. It was formerly taught that “‘air-borne’’ 
infection frequently caused disease, but this is now generally 
discredited, since practically all cases can be traced to other 
modes of infection. 

Contact may be direct or indirect. Direct refers to the 
handling of one person by another. Indirect contact may 
mean handling or touching the clothing or utensils which 
another person has used, or coming into contact with his 
bodily discharges, such as feces, urine, sputum, nasal dis- 
charge, etc. 

Droplet infection, the spattering of minute drops of 
saliva or nasal discharge in the process of talking, coughing, 
or sneezing, is doubtless responsible for much transmission 
of infection. 

The degree of communicability and virulence varies 
greatly with different diseases. Some are apparently not 
transmitted except by direct and repeated contact; others 
are very readily transmissible, and when, as in measles, 
the mode of transmission is unknown, they demand the 
greatest possible precautions. Also, some infections are 
more virulent or active than others; in certain epidemics all 
cases are mild infections; again, all cases are severe. 

Quarantine, Isolation, Precaution.— We speak of quaran- 
tine when persons whether sick or well are forbidden by the 
health authorities to leave a house, town, ship, or country 
where they happen to be at the time of an epidemic or case 
of communicable disease. We speak of zsolation when a 
person suffering with a communicable disease is kept away 
from others. We speak of precaution when the patient is 
not isolated, but his utensils and bedding are considered 
infected and are handled so as to avoid the possibility of 
transmitting his disease to another person. 

The Pasteur Institute of Paris and the City Hospital of 
Providence, R. I., were the pioneers in formulating and 
introducing a technic by means of which “precautions” are 
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so simplified and standardized that isolation and quarantine 
have been reduced to a minimum. 

Sources of Infection.—In typhoid, the stools, urine, and 
mouth contain the germs of disease; in diphtheria, the dis- 
charges from the nose and throat; in tuberculosis of the lungs, 
the matter expectorated; in smallpox and in chickenpox, 
the scales from the skin; in pneumonia, the matter expec- 
torated; gonorrhea is carried by discharges from the affected 
area; syphilis by the discharge from lesions and by inherit- 
ance. In mumps, whooping-cough, and meningitis, the mode 
of contagion is uncertain, but is probably by nose and 
throat discharge. Yellow fever and malaria are carried only 
by mosquitos (each by a special variety) and are not com- 
municable in the ordinary sense of the term. 

With such a variety of modes of infection and with so 
many unknown or uncertain, we have general and special 
precautions. The general puconiitlons have been formulated 
into a set routine for all communicable diseases. The special 
precautions include the collection and disposal of the par- 
ticular bodily discharge which contains the bacteria. 

General Precautions.-—_1. A patient who is “isolated”’ or 
“on precaution” must be kept away from other patients. 
He must not go into their rooms or wards, nor they come 
into his. If such a patient is allowed visitors they sit at a 
distance and are not allowed to handle him; this means, of 
course, that such visitors must be under supervision; they 
must not visit anyone else. 

2. The nurse who cares for an “‘isolated’’ patient should 
be in good health, her digestion and elimination good; she 
should not be run down or anemic; she should not have a 
cold or sore throat. (If these develop while she is caring 
for the case, they should be immediately reported.) 

3. The nurse should wear a gown over her uniform while 
she is caring for the patient and should leave it in the pa- 
tient’s room. She should wear rubber gloves if the case is 
one where she cannot avoid contact with dangerous dis- 
charges, as syphilis, some cases of gonorrhea, etc. She must 
wash her hands twice (before and after removing her gown) 
before going to any other patient. 
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‘4. The nurse should have received an immumeing serum 
or vaccine appropriate to the case for which she is caring. 
All nurses are usually required to have been vaccinated 
against smallpox and typhoid and to have had the Schick 
test and, if found susceptible to diphtheria, be immunized.' 

5. All utensils and dishes used by the patient should be 
sterilized by boiling each time they are used. No utensil 
which has been in an isolated patient’s room is to be taken 
into another patient’s room, or used until it has been 
sterilized by boiling. 

6. In cases where the infecting bacteria are found in the 
discharges, these must be collected and destroyed by burn- 
ing or disinfected before they are emptied into the sewer. 
Flies must be kept out or killed. 

7. Bed and body linen from cases where the disease 
may be transmitted thus (as typhoid and dysentery) must 
be disinfected before being sent to the laundry and boiled 
before going into the general supply. 

8. The room and bed occupied by the patient must re- 
ceive special cleaning after his discharge or removal. 

To summarize, nothing must be taken from a patient suffer- 
ing with communicable disease without being cleansed, disin- 
fected, or sterilized. 

Medical Asepsis.—The above principles constitute what 
is called ‘‘medical asepsis,’’ the isolation technic which is 
used in hospitals for communicable disease to prevent cross- 
infection and in the admission department of children’s 
hospitals to avoid epidemics. It works out as follows: 

1. Each patient is considered a separate entity and is 
placed in a separate room or cubicle. There is a lavatory in 
each room or very near to each cubicle and a toilet if the 
patient is allowed to get up. There should be no door- 
knobs. Patients are admitted directly to the cubicles or 
rooms and bathed there, never in the general bath. 

2. The nurse wears a short-sleeved uniform or rolls her 
sleeves to the elbows; puts on a gown and sometimes gloves 
while caring for patients. 

3. All dishes and utensils are sterilized after each using. 

1 Recently the Dick test for scarlet fever is being used also. 
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4. When necessary, linen is disinfected. As a rule, no 
solution is used to disinfect the hands. 

The cubicles consist of glass partitions between beds; 
there should be room for a bedside table and space enough 
to get at both sides of the bed in examining and treating. 
There should be no chair, since the patient, even if not very 
ill, is kept in bed and no visitors are allowed. If visitors are 
permitted, they stand at the foot of the bed. 


Fig. 102.—Ward with isolation cubicles. 


Adults usually wish privacy, so the partitions are cur- 
tained or obscured. Children prefer the clear glass so that 
they may see their neighbors; and by this means the nurse 
can observe her patients almost as well as in an open ward. 

Two gowns are hung in each cubicle, one for the doctor, 
one for the nurse. They have long sleeves, short ties at the 
back of the neck and very long ties at the front of the waist. 
Hang the gown by the neck, arrange it so that there is a 
lengthwise fold down the front and the ‘“‘inside is inside, the 
outside, outside.” In putting it on, ‘dive’ into it without 
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touching the outside (Fig. 103). Slip it on and tie the back 
of the neck, which is considered clean, since it never touches 
the patient; pick up the long ties and, holding them loosely, 
lap the gown at the back of the hips, bring the strings 


Fre. 103.—Putting on isolation gown (first step). 


around snugly and tie them, in a bow, at the front of the 
waist. (If they are too short, tuck them under, but do not 
tie in a “hard”’ knot.) 

When the treatment is finished, go to the lavatory and 
wash with plenty of soap and running water. Do not use a 
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brush, as it scratches the skin. Bacteriologists have found 
that good soap and running water will remove nine-tenths 
of the bacteria. Untie the back of the neck of the gown. 
Draw the hands up into the sleeves and with the fingers 


Fie. 104.—Back of isolation gown. Fig. 105.—Untying isolation gown. 
(Showing proper closing.) (Hands up sleeves.) 


thus protected untie the waist strings. Pull the gown off, 
arrange it with the center fold and the “inside inside,”’ and 
hang it so that it will be ready for the next time. 
Wash your hands again, using a brush on the nails only. 
Do not use a disinfecting solution, as it roughens the skin. 
16 
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(Hand disinfectants are used in measles, as it is so highly 
contagious.) Dry the hands thoroughly, using a fresh 
towel each time, and apply a hand lotion in cold 
weather. ” 

Since only “contact”? infection is recognized, it is pos- 
sible to do some things for an isolated or ‘‘cubicle”’ patient 
without putting on a gown, providing it can be done at arms’ 
length and without contact of the nurse’s uniform with 
anything in the cubicle. The hands must, of course, be 
carefully washed after such a procedure. 

Special Points.—When wearing a cubicle gown never go 
farther away than is necessary to wash the hands. The 
only occasion upon which this rule may be changed is when 
a baby that is isolated has to be weighed. In this case 
have an assistant. The assistant places a towel on ‘the 
platform or basket of the scale; the nurse who brings the 
baby puts him into the scale without touching anything 
except the towel; the assistant does the weighing and records 
it; the nurse in the cubicle gown removes the baby from 
the scale, takes the protecting towel with her, and returns 
to the cubicle. 

When a bed-pan is to be removed from a cubicle. and 
emptied, or apparatus or soiled linen disposed of, the ‘pro- 
cedure is as follows: 

With gown on, take bed-pan from patient in the usual 
manner; set it, covered, on the floor; wash your hands and 
remove your gown, hanging it in its place; take the bed-pan 
to the hopper with one hand, keep the other clean for open- 
ing a door, turning on faucets, etc. Empty and wash the 
pan and place it in the utensil sterilizer. (When this steril- 
izer is full, all the utensils may be boiled at one time.) 

Return to the lavatory and wash your hands, using a 
brush on your nails. 

If there is no utensil sterilizer, use a large tub of disin- 
fecting solution. Put utensils in at the bottom and remove 
them from the top of the pile; in this way each will be soaked 
for a sufficient length of time. 

Dishes which have been used by the patient remain on 
the bedside table until the dish sterilizer is filled with water; 
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leave its cover off. Carry the dishes out in one hand (do 
not use a tray unless you have a sterilizer large enough for 
it) and, without setting them down, pour any liquid down the 
sink, put any broken food into the open garbage can, and 
place the dishes, unwashed, in the sterilizer. Then return 
to the lavatory and wash your hands. Dishes from an 
isolated patient must not be put down in the serving kitchen, 
but placed at once in the sterilizer. They are washed after 
sterilization and the sterilizer scrubbed. 

In taking the temperature of an isolated patient count the 
pulse and respiration before you handle anything in the 
' cubicle or room; then lay your watch aside, so that it shall 
not become contaminated while you are taking the tem- 
perature.! 

Nasal or throat discharges should be received in soft 
paper or bits of gauze, which are placed in a paper bag and 
burned. Remember that the outside of this bag is con- 
-taminated. 

Do not give cloth toys to children who are isolated, but 
only celluloid or wooden toys which are so constructed that 
they can be thoroughly cleansed. For reading matter use 
magazines, and destroy them by burning; books cannot be 
successfully disinfected. 

Efficiency of the Method.—By the strict eae of 
this simple technic all sorts of communicable diseases may 
be safely cared for in one building and by one set of nurses. 
It has been found that the percentage of cross-infections 
occurring under isolation by technic is less than that where 
dependence is placed on physical isolation. 

The stages of communicable disease are: 

(a) Period of incubation, toward the end of which pro- 
dromal or preliminary symptoms appear. 

(b) Invasion, or onset, when the characteristic symptoms 
develop. 

(c) Active or febrile stage, when complications may 
develop. 


1The technic given in the Pasteur or Providence Technic. Full 
_ of it may be had from Providence City Hospital, Providence, 
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(d) Defervescence or abatement, when fever and other 
manifestations subside and convalescence is established. 

Typhoid fever, because of better sanitation and vaccina- 
tion against it, is becoming infrequent. It is a typical com- 
municable disease in its nursing care. The routine includes 
most of the precautions and measures used in other com- 
municable diseases; while the personal care of the patient. 
involves more nursing problems than almost any other sort 
of case. 

Typhoid is an acute disease in which the infection is 
general, but gives local manifestations, such as ulceration in 
the intestines. There is continuous fever, enlargement of the 
spleen, and a local (abdominal) eruption. All bodily dis- 
charges are considered infectious. Reinfection is not un- 
common. : 

A blood-culture taken during the first week is usually 
positive. The Widal reaction test is not usually positive 
until the second or third week. There is a marked decrease 
in the number of leukocytes. The bacilli are found in the 
feces and urine. 

It is a long, wasting, and serious illness. The patient’s 
bodily condition shows unmistakably the quality of the 
pursing care being given. Very little medication is pre- 
scribed. 

The nursing points to be emphasized are: 

To reduce the fever and keep it down. 

To nourish the patient. 

To keep proper elimination going on. 

To prevent the accumulation of flatus. 

To prevent bed-sores. 

To keep the mouth in good condition. 

To conserve the patient’s strength. 

To watch, during the third and fourth weeks, for 
symptoms of hemorrhage or perforation. 

9. To prevent the communication of the disease to other 
people. 

1. The technic of baths for the reduction of temperature 
has been given in Chapter V. Considerable experience is 
required to become expert at getting a temperature down. 


Se ee 
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Each patient’s peculiarities must be taken into account, as 
they often influence results. 

Guard against overanxiety in the matter of temperature, 
remembering that in the acute stage many cases are very 
obstinate. Try not to let the patient know how high his 
temperature is running. 7 

The present tendency is to make less of the mere fact 
of temperature, and to make less effort to reduce it. A 
daily cleansing bath should be given. 

2. Most physicians urge the importance of nourishment 
given regularly and in proper quantity. The present tend- 
‘ ency is to give soft diet throughout the course of the dis- 
ease, and often some solid food, carefully prescribed. This 
régime appears to shorten the period of convalescence, since 
the patient does not lose so much strength or weight as | 
when fed wholly on liquids. 

Whatever is ordered, the nurse should get the prescribed 
-amount taken, if it is at all possible. If any article of diet 
causes gas to be formed, the matter should be reported. If 
food produces nausea, let the physician know; rectal feeding 
may have to be resorted to. 

It is not customary to awaken a typhoid patient at night 
for nourishment; but during the height of the fever he is 
apt to be restless, and may be found awake often enough so 
that it may be given with considerable regularity. — 

3. Plenty of water should be given even if it requires 
urging. It is absolutely necessary that good elimination be 
maintained in order that the patient may get rid of the 
poisons and waste matters which so rapidly accumulate. 

Two quarts of water, aside from other fluids, should be 
taken during the twenty-four hours; lemonade is usually 
relished and permitted. It counts as fluid, but not as nour- 
ishment. If necessary, the nurse must insist that water be 
taken like medicine, whether craved or not. A small quan- 
tity given often will be better managed than a large quantity 
at one time. 

To be sure that a sufficient amount is taken record that 
taken each time. ; 

4. Observe whether the taking of any particular kind of 
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nourishment is followed by the formation of gas and call the 
doctor’s attention to it. See that there is an order for an 
enema to be given in case of abdominal distention, and be on 
the watch to see if it is needed. Gas in the intestines pro- 
duces discomfort and may cause perforation. 

Do not wait until the distention is great, but ‘“‘get ahead’ 


of it, 7. €., give an enema, apply stupes, etc., as soon as the 


difficulty begins. 

A cleansing enema is usually given daily. 

5. The continued high temperature, the great loss of 
flesh, the impairment of vitality, and the weakness which 
causes the patient to remain in one position, furnish condi- 
tions favorable for the development of bed-sores. 

The nurse should aim to prevent them, and before there 
is any indication of their occurrence, she should use every 
means to harden and toughen the skin in exposed places, to 
remove pressure, to keep the patient dry, ete. If they are 
once allowed to occur, they are long in healing. 

See that the patient is turned frequently from the begin- 
ning of the disease. (This may also help to prevent pneu- 
monia, which is sometimes a complication.) Attend to the 
back and hips every two hours during the day and every 
three or four hours at night. 

Bear in mind that rubbing does more good than’ any 
material applied, since it is interference with circulation 
which causes bed-sores. 

If there is incontinence, have the patient’s back inspected 
daily by the charge nurse; and upon the slightest redness 
or indication of a break in the skin, report the fact and show 
the condition. 

6. The mouth and teeth very readily accumulate the 
material called sordes, a brownish coating containing many 
micro-organisms. Aside from the discomfort which this 
occasions the patient, its presence is dangerous. 

A good mouth-wash used every hour or two during the 
day and as often as possible during the night, and especially 
after nourishment, helps much in keeping the mouth clean 
and comfortable. An excellent mouth-wash is made with 
equal parts of glycerine, peroxide of hydrogen, lemon juice, 


ote 2 
a i Nag ok is 


CARE OF COMMUNICABLE DISEASE. MEDICAL ASEPSIS 247 


and water. In some cases the use of chewing gum may be 
permitted to cleanse the teeth. 

A few times a day the teeth should be scrubbed with gauze 
or a brush. 

The condition of a typhoid patient’s mouth is always an 
index to the quality of nursing being done. 

7. The patient’s strength must be conserved. He should 
not be allowed to lift himself or make any exertion. In 
many cases he lies quietly and moves only when urged. In 
other cases there is extreme restlessness or delirium. 


Fig. 106.—Restraint sheet. 


Restlessness may be relieved by cool sponging, read- 
justing bedding (especially the draw sheet) and pillows, and 
by change of position. If due to headache, an ice-cap or 
cold compress may relieve; if due to backache, rubbing and 
change of position will help. 

Restlessness may be due to thirst, unrecognized by the 
patient; or he may be too weak or stupid to ask for a drink. 

Gas in the intestines may cause restlessness even though 
it may not cause marked distention. 

Typhoid patients should not have visitors for more than 
a few minutes at a time, as the effort to talk or to listen is 
exhausting. 

Delirium should be controlled if possible, but remember 
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Fig. 107.—Restraint sheet.—(From Reid, Hoffman, Jennings, and Reed, ‘‘Nursing 
Procedures.’’) 


SESE 


Fig, 108.—Side board on bed.—(From Reid, Hoffman, Jennings, and Reed, “Nursing 
Procedures.’’) 
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that forcible restraint exhausts the patient and is very 
harmful. A tepid sponge or pack will usually quiet and at 
the same time reduce temperature. A sheet folded in four, 
placed across the patient and fastened underneath the bed, 
is often all the restraint that is needed. Or side boards 
may be put on the bed to keep the patient from falling out. 
In some cases sedatives are prescribed. 

8. The symptoms of hemorrhage in typhoid are the same 
as those of any internal or ‘‘concealed’”’ hemorrhage—pallor, 
weak and rapid pulse, sighing respiration, air hunger, sudden 
drop in temperature, faintness, etc. One or more of these 
symptoms may be absent, or none may be sufficiently 
marked to cause alarm until blood be found in a bowel 
movement. This blood may be fresh (rarely) or thick, dark, 
and clotted, or it may be mixed with fecal matter, making 
it appear black. Any such passage from the bowel should 
be saved for the physician’s inspection. 

‘The treatment ordered in cases of hemorrhage is eleva- 
tion of the foot of the bed, ice-bag to the abdomen, opium 
to quiet the peristaltic movements of the intestines, and 
sometimes ice-water enemata. The condition is serious, but 
not necessarily fatal. 

Perforation is usually accompanied by sudden, sharp pain 
coming without premonition, a sudden drop in tempera- 
ture, weak and rapid pulse, blue and pinched face, and 
general symptoms of collapse. The physician should’ be 
summoned immediately. 

Operation is the only remedy, but it is not undertaken 
unless it can be gotten at soon after the perforation has 
occurred and the patient is in reasonably good condition. 
It is a desperate expedient, but gives the only hope. The 
abdomen is opened, the perforation found (no easy matter), 
and either closed by a suture or that portion of the intestine 
removed and the cut ends joined. 

9. Maintenance of good isolation technic is necessary to 
avoid danger to others and to the nurse herself. 

Typhoid linen should be disinfected by soaking three 
hours in a proper solution. Each hospital has its own rule 
in such matters, which should be strictly carried out. 
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Typhoid urine and feces should be disinfected before 
being finally disposed of. Use whatever method your hos- 
pital approves. 

The nurse who cares for communicable diseases should 
keep herself in prime physical condition. Impaired diges- 
tion, colds, poor elimination, being overtired, etc., renders 
the natural resistance to disease less. 

Antityphoid vaccine has been found to be an almost 
certain preventive of typhoid. It is usually administered to 
nurses at the beginning of their training. 

Convalescence.—This is very slow. During this time the 


diet must be carefully guarded and only such articles given 


as are prescribed by the physician. The patient is apt to 
have a ravenous appetite and may need to be restrained 
from overeating or from indiscretions. In some instances 
the friends will need to be prevented from giving the patient 
unwholesome articles of food. . 

Release from Isolation.—When the patient has conva- 
lesced from a communicable disease, and is to be released 
from isolation, he should have a soap-and-water bath, and 
in most hospitals this is followed with 1:5000 bichloride. 
The hair should be shampooed. Place on a clean sheet and 
dress in clean clothing. 

The room or cubicle and its contents should be washed 
with soap and water. Disinfecting solutions may be used if 
thought advisable. 

Blankets, pillows, and mattresses are sterilized by live 
steam if possible; if not, they are sunned and aired for 
forty-eight hours, being placed where other people cannot 
get at them. Direct sunlight kills bacteria. 

Fumigation is not as much used as formerly, but when 
required, the nurse must usually prepare for it. Close the 
windows, and any ventilating registers or open fireplaces 
seal with an air-tight cover or with paper pasted on. Open 
the drawers of dresser and washstand, turn the mattress 
crosswise of the bed or put it over the head-piece, put the 
pillows so that the vapor may get at both sides of them, and 
hang the blankets or other bedding over chairs or on an 
impromptu line. The fumes of sulphur or formaldehyde are 
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not very penetrating, and anything which is to be rendered 
germ free must be fully exposed. 

Sulphur is not as much used for fumigation as formerly, 
because it injures fabrics and some metals, and its odor is 
very lasting. It usually comes in the form of candles, which 
are saturated with alcohol and lighted. 


Fre. 109.—Room ready for fumigation. 


Formaldehyde gas, produced by the evaporation of for- 
malin (a 40 per cent. solution of the gas) or by the heating 
of some solid form of it, is the substance most commonly used. 

There are various forms of apparatus for generating it, 
and a number of kinds of lamps and candles of the solid 
formalin; each has its own method of being handled. 

The action is more rapid and thorough if the air in the 
room is moist. The air valve in a radiator may be opened 
to let out some steam, or large pans of water, hot and 
steaming, may be set in the room. 
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Most bacteriologists assert that the ‘sheet’? method is 
quite as satisfactory as the generators, and in some cases 
to be preferred, since it lets loose a large body of the gas at 
one time, filling the room and penetrating every corner. 
In using the “‘sheet’’ method, a large bed-sheet is saturated 
with the proper amount of formaldehyde (a pint to 1000 
cubic feet of space) and hung in the room on a line. One 
has hardly time to get outside before the fumes from it 
become very disagreeable. 

Potassium permanganate crystals combined with liquid 
formaldehyde in the proportion of 6 ounces to a pint is one 
of the newer methods of fumigation, and is very effective. 
The crystals are placed in a water-tight vessel and the 
liquid poured over them. The vessel should be amply large, 
14 to 16 quarts, as a vigorous chemical reaction takes place, 
causing the mixture to boil over; it is safer to set the con- 
tainers on newspapers, as the permanganate leaves bad 
stains. The objection to this method is that it is difficult 
to enter the room afterward on account of the stifling fumes. 

As soon as the fumigation is started, the door of the 
room should be sealed with gummed paper or the cracks 
stuffed with cotton or strips of cloth. This is done not only 
to prevent a disagreeable odor in the building but also be- 
cause some of the vapor may escape. Leave closed for six 
hours. 

When a room is opened after fumigation, plenty of fresh 
air should circulate through it in order to remove the odor. 
The smell of sulphur is very persistent and sometimes re- 
mains for days. The odor of formalin may be overcome 
by hanging in the room a towel wet with ammonia. 
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CHAPTER XVI ; 


DOUCHES, CATHETERIZATION, BLADDER 
IRRIGATION 


Hand Cleansing.—Many special procedures need to be 
done with surgically clean hands, or hands made as nearly 
free from bacteria as possible. 

The cleansing is done as follows: 

Turn sleeves up above the elbow if necessary. 

Use liquid green soap, a soft sterile brush, sterile gauze, 
andrunning water. Never wash with water in a basin, as you 
will simply wash back on the dirt which has been removed. 

Soak the hands for a minute in very hot water, to open 
the pores of the skin and loosen the dirt. 

Clean the nails with a hardwood stick or a steel file before 
you begin and again during the scrubbing process. 

Begin your scrubbing with the thumb of the left hand, 
going from that to the forefinger, the middle, third, and 
little fingers in succession; scrub the palm and the back of 
the hand and across the nails. Then take the right hand in 
the same way. | : 

Consider that each finger has four sides; give a few strokes 
of the brush to each side, scrub between the fingers, and go 
on to the next. Go over each hand in this systematic way 
as many times as is necessary; by this means you may be 
sure that you have cleansed all parts equally well; if the 
scrubbing is done haphazard, one portion may be scrubbed 
fifty times and another only once or twice. A brush should 
not be used upon the arms, or back of hands, but sterile 
gauze. Extra time and attention should be given to the 
nails, as the numerous corners are very difficult to get into 
thoroughly. 

The broad, flat surfaces of the palms and arms are a simple 
matter to cleanse and need have but little time spent upon 
them. 

Five minutes of industrious scrubbing is the least that 
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can be considered proper cleansing. Longer is better. For 
the operating room many surgeons take twenty minutes. 

* After thorough systematic scrubbing with soap, the hands 
and arms should be well rinsed in running water, and soaked 
for one minute in a disinfecting solution. 

After cleansing keep hands away from contact with any- 
thing. 

A douche is defined as a stream of water directed against 
some part of the body. Douching may refer to cavities of 
the body connected with the outside, as ear, throat, nose, eye, 
vagina; or to the exterior of the body, as the back or spine. 

Douches into body cavities are given for cleansing, for 
disinfection, for the application of heat to relieve pain, 
congestion, etc., to check hemorrhage. External douches 
are given for their tonic effect. Nasal, eye, ear, and throat 
douches are described in Chapter XXIV. 

Vaginal douches are a common treatment in gynecological 
eases. The nurse who gives them should know the anatomy 
of the parts and be familiar with good surgical technic. 

Bear in mind: (a) The vagina is curved; (b) its general 
direction is backward and at an angle of about 45 degrees 
as the patient lies on her back; (c) the walls of the vagina 
are elastic, soft, and lie in folds more or less deep, according 
to whether or not the woman has borne children; (d) the 
cervix or neck of the uterus projects into the vagina at right 
angles; (e) the os or mouth of the uterus is ordinarily tightly 
closed, but soon after childbirth or in women who have 
borne many children it may be relaxed, so that fluid may 
enter it; such an accident may produce severe pain, or 
cause sapremia or septicemia. 

Needed: 


Irrigator stand. 
Irrigating can and tubing with shut-off. 
Bath thermometer. 
Blanket or sheet. 
Douche pan, warmed. 
Dressing towel. 

Vaginal pad apace 
Cotton balls. 

Glass douche tip, in pan. 
Basin for used sponges. 
Cover for douche pan. 
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Procedure.—Screen the patient’s bed and place the irri- 
gator stand. 

Prepare at least 2 quarts of the solution ordered.  Bi- 
chloride 1 : 5000, boric 1:50, lysol 1:400, and normal 
saline are among those commonly used. The temperature 
of the solution should be 105° F. unless ordered otherwise. 
Use the thermometer. Be sure the solution is accurately 
made up. The irrigating can should be kept for douches 
only and should not be used for enemata. 

Examine the douche tip for cracks and boil it three 
minutes; drain off part of water and carry it to the bedside 
in the basin in which it was boiled. 

Carry utensils to bedside and arrange. 

The douche can should not be more than 2 feet above the 
mattress. 

Cover the patient with a blanket and turn the upper 
bedding back to the foot of the bed. Remove all pillows 
but one. Fold the nightgown back under her hips. If there 
is a vaginal dressing, unfasten, remove it, and place it in 
the waste basin. 

Place the patient on the warmed douche pan, having her 
flex her knees and lift her hips. Your hand must be under 
her hips as you place the pan. Cover the edge of the pan 
with a towel. If she is very stout, a small pillow just above 
the douche pan at the small of the back will make her more 
comfortable. : 

Drape the blanket as for a vaginal examination, covering 
the knees well. Arrange it so that the part over the genitals 
may be pushed back with the elbow. 

Wash your hands, using a brush on the nails. 

Fit the douche nozzle on the tubing, being careful not to 
let the bulb end touch anything. Again inspect it for 
eracks. Open the shut-off and expel air and cold water 
into the douche pan. Let the solution run gently over the 
labia, shut it off, and sponge gently toward the rectum. 
Remove all discharge. Do not drop the sponges into the 
douche pan, but put them into the pan provided. Open 
the labia gently with one hand and insert the bulb of the 
nozzle; turn on the solution. 
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As it runs, push the nozzle gently further up the vagina, and 
move it slowly round, so as to cleanse the folds of the mucous 
membrane and give all parts the benefit of the heat. 

Note the solution in the can and shut it off before it has 
all run out, so that air may not enter the vagina. 

Withdraw tube, disconnect, and place it in its pan. Sponge 
the vulva with dry cotton balls. ! 

Let the patient remain for a moment on the pan to drain 
the vagina. Remove and cover the pan. 

Adjust fresh vaginal pad if needed, pull down night- 
gown, draw up bedclothing and remove blanket, and put 
ped in order. 

Carry the apparatus to utility room and put it away. 
Rinse douche can and tubing with clear hot water and 
hang it with shut-off released and tubing arranged so that 
it will not crush. Boil douche nozzle. 

Inspect the contents of douche pan and record any dis- 
charge or shreds. Rinse the pan with cold water and scald 
with hot. Wash your hands. 

Special Points.—The procedure should be conducted with 
all possible regard for modesty and consideration for the 
patient’s feelings. 

A patient should not be allowed to take her own douche 
unless by special order from the doctor. 

She should lie down for an hour after a douche. 

Under no circumstances should a douche be given with 
the patient in any position but lying on her back; a douche 
taken sitting over a closet, as is sometimes done, is quite 
ineffective, as the solution little more than touches the 
vaginal walls and does not get into the folds of the mucous 
membrane at all. 

Do not give a douche during menstruation vinteee by spe- 
cial order of the physician. 

Never use a cracked douche nozzle. 

If a douche is ordered after childbirth, an abortion, or a 
gynecological operation, it must be given with sterile appa- 
ratus and conducted similar to a catheterization (p. 258). 
The can should be hung very low, so as to run no risk of 
material being washed into the uterus. 
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In gonorrheal infections the douche must be given with 
special precautions. As a rule, the nurse wears a gown and 
sometimes gloves. The vaginal pad and the used sponges 
should be placed in a paper bag to be burned. The basin 
should receive the nozzle after the douche and the tubing 
should be boiled. If there is no utensil sterilizer, the douche 
pan must be well washed with hot soapy water, scalded, 
and labeled, so that it will not be used for other patients; 
or soak for an hour in a large vessel of disinfectant. 

The gown should be kept for this case alone. The gloves 
should be sterilized. 

Very hot douches, given to reduce inflammation, etc., are 
of a temperature from 105° to 120° F. Be exact in noting 
the temperature. They are large in quantity or long con- 
tinued, or both. Insert the tube well up into the vagina, 
and hang the can low, so that the patient will have the 
benefit of long-continued heat rather than of force for 
cleansing. 

Catheterization means the withdrawal of urine from the 
bladder by artificial means. It is done: (1) When the 
_ patient is unable to urinate; (2) when an uncontaminated 
specimen of urine is required; (8) before operation to make 
sure that the bladder is quite empty; (4) following perineor- 
rhaphy, to prevent urine from passing over the stitches; (5) 
in cases where there is involuntary urination or dripping 
from an overdistended bladder. 

Never catheterize without an order, and, in cases of simple 
retention, not until you have exhausted all methods of 
helping the patient urinate. 

_ Needed: 


A good light. 

Basin of warm solution, usually boric, 2 per cent. 
Basin to receive urine, sterile. 

Basin or bag for used sponges. 

Clean or sterile towel. 

2 glass catheters in basin. 

Sterile cotton balls. 

Some hospitals add a sterile thumb forceps. 


If a rubber catheter is to be used, two should be ready, 
and a tube or jar of sterile lubricant. Some hospitals do 
17 
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not use the lubricant!; some require a sterile glove to be 
used. 

One may draw the urine directly into the specimen bottle, 
in which case a sterile bottle must be ready. 

Procedure.—Bring utensils to the bedside on a tray, 
covered. Open the sterile sponges. Place the bedside table 
where you can easily reach it—usually about the. middle of 
the right side of the bed. 

Explain to the patient what you are going to do. 

Arrange a good light. 

Place a blanket over the patient’s chest. 


Fra. 110.—Patient prepared for catheterization. 


Spread a sheet over patient’s abdomen and legs and fold 
the bedding back to foot of bed. 

Have the patient flex her knees and separate them. Tuck 
one end of the sheet under each foot, and drape it over legs 
as in Fig. 110 or in the way taught by vour instructor. | 

Remove any vaginal dressing. 

Spread a sterile towel lengthwise under the patient’s 
vulva. Throw the end up over the vulva. 

1Some wet the tip of the catheter with 15 per cent. argyrol solution. 
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Prepare your hands. 

Uncover the vulva and place the urine basin on the 
towel, close up to the patient’s buttocks. 

In some hospitals a sterile towel is placed over each leg 
at the sides of the vulva. 

Put several sponges into the basin of solution. Sponge 
between the labia, separating them with the fingers of the 
left hand. Stroke down toward the anus and discard the 
sponge after each stroke. 


Fic. 111.—External female genitals, showing location of meatus (Dickinson). 


Locate the meatus. It is usually an inch below the 
clitoris! and just inside the vagina. Its opening can usually 
be seen. Sponge there. In freshly delivered obstetric 
patients there is often much bruising and swelling, and it 
may be extremely difficult to locate the meatus. In a 
patient who resists it is also quite difficult; ask her to breathe 
slowly with her mouth open to help her relax. 


1 The clitoris is at the junction of the labiz minore. 
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Place a sponge between the labia just below the meatus 
and leave it. 

Take a catheter by the open end and inspect it for cracks. 

Holding the labia open with the other hand, insert the 
catheter into the meatus. The direction of the urethra is 
downward and backward at first, then upward, a considerable 
curve. 

The catheter should slip 1 in easily. If it does not, change 
its direction and try again. If there seems to be any ob- 
struction, call for more experienced help. 

Never ‘peak or force a catheter, as serious damage may 
result. If there is vaginal packing, a rubber catheter may 
be needed. 

If you accidentally touch anything with the catheter and 

render it unsterile, discard it and use another. 

As soon as the catheter is in the bladder, the urine will 
begin to flow. You may know when the entire amount 
has been drawn by the slight sediment or light bits of epi- 
thelium which almost invariably appear. If there seems to 
be more urine in the bladder, push the catheter in slightly 
or pull it out a trifle. Light pressure over the bladder 
sometimes aids in emptying it. 

When the bladder is empty, put the finger over the open 
end of the catheter to keep it from dripping, and quickly 
withdraw it. Sponge about the meatus, remove the recep- 
tacle containing the urine, and make the patient com- 
fortable. 

~ Remove all apparatus. Measure the urine and record it. 
If for a specimen, send it to the laboratory. 

Cleanse the catheter with cold water and boil. 

With a rubber catheter, grasp it about 2 inches below the 
point and coil the remainder of it in your hand. Lubricate 
it before inserting, using sterile oil or whatever is customary 
in your hospital. 

Do not boil a rubber catheter for more than three minutes. 

Points.—Do not catheterize without a good light, or 
unless you can see the meatus. 

See that any sediment withdrawn goes into the specimen 
bottle, as it may be the most important part of the specimen, 
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Never use a cracked catheter. 

For pregnant women, delirious patients, or children a 
rubber catheter is usually used. 

If catheterization occasions pain, report at once. 

It should be unnecessary to caution nurses to maintain a 
strict aseptic technic. The mucous membrane of the blad- 
der and urethra is very sensitive, easily wounded, and very 
easily infected. Infection (cystitis) following catheteriza- 
tion causes pain and is long in clearing up. 

- Catheterizing a man patient is always done in hospitals 
by a doctor or an orderly. In private practice it may occa- 
sionally be necessary for a nurse to do it, but usually the 
physician will instruct some member of the family. 

The preparation is practically the same as for a woman 
patient, except that there should be a few gauze sponges. 
Rubber catheters are used, or sometimes silk. 

The procedure is as follows: Hold the penis at an angle 
of 60 degrees. Push the foreskin back with a gauze sponge 
and cleanse around the glans; wrap a sponge around it. 
Separate the lips of the meatus and cleanse them. Lubri- 
cate and insert the catheter slowly; an obstruction will 
usually be met at about 6 inches, the edge of the sphincter 
muscle. Wait a full minute, push the catheter gently and | 
it will slip into the bladder. A very small catheter is more 
difficult to pass than a large one. 

Bladder Irrigation.—The technic is similar to that of 
catheterization. It is done when there is inflammation or in- 
fection, cystitis. All equipment must be sterile and the hands 
must be kept uncontaminated throughout the procedure. 

- Needed: 

Same equipment as for catheterization, adding a douche 

pan or a very large basin for the drainage. 
A sterile irrigating can containing 1 quart or more of the 
prescribed solution, usually 2 per cent. boric at a tempera- 
ture of 100° F. (Dilute argyrol, very weak silver nitrate, 
potassium permanganate, etc., are also used.) 

The tubing of the irrigator should be small enough to 
fit the catheter, or a special reducing connecting tube must 
be used. It should drop into a basin of solution. Hang 


262 THE TECHNIC OF NURSING 


irrigator very low. Or a funnel, tubing, and sterile pitcher 
of solution may be used. 

Procedure.—Place the patient on the douche pan, if used. 
Catheterize and save the specimen. Leave the catheter in 
place. 

Let the air and cold water run out of the tubing of the 
irrigator. Clamp and connect with the catheter in the 
bladder. Open the shut-off and let the warm solution run 
into the bladder. When the patient complains of discom- 
fort, close the shut-off, disconnect the tubing, and allow the 
solution to run out. 

The washing should be repeated until the solution returns 
clear or the prescribed amount has been used. 

A two-way catheter also may be used. In this case care 
must be taken that the solution does not run in more rapidly 
than it returns, and if the patient experiences any discom- 


Fie. 112.—Double catheter for blades irriestion —(From Sanders’ ‘‘Modern Methods 
in Nursing. 

fort, the flow must be tea until the bladder is nearly 

empty again. 

If a funnel and pitcher are used, the procedure is prac- 
tically the same. Do not allow all the solution to run from 
the funnel before siphoning it out. 

Guard against the catheter slipping out of the urethra. 

Record the returns of the irrigation, whether there was 
much or little pus or mucus, or any blood. 

Bladder instillation is the introduction of some antiseptic 
solution which is to remain and act as an application to the 
mucous membrane. It is done following catheterization or 
irrigation, with strict technic. 

As soon as the prescribed amount of the solution ordered 
has entered the bladder withdraw the catheter. 

Note whether the introduction of the solution causes pain 
and report it. 


CHAPTER XVII 


THERAPEUTIC BATHS 


Tub baths, warm or neutral (92° to 95° F.), are used in 
hospital practice for cleansing, or sometimes for their 
sedative effect. 

Hot tub baths are rarely employed, as there is an ele- 
ment of danger in them. Hot-air baths or hot packs are 
used in preference. 

Cold tub baths to reduce temperature were formerly used, 
the Brandt bath being the best known form. Cool sponges 
or packs are now usually employed, as the reaction from them 
is less violent. 

Shower baths are not given in ordinary hospital prac- 
tice, except when there is a hydrotherapeutic department 
with a skilled operator in charge. 

A shower bath may, however, be ordered for an obstetric 
patient. It is given to avoid the possibility of washing 
material into the vagina, especially in women who be 
borne several children. 

If a shower is ordered and no apparatus is available, fill 
the bath-tub partly full of warm water and have at hand 
a pitcher of about a gallon capacity. Have the patient 
stand in the tub with her back toward you. 

Pour water of a correct temperature (98°-100° F.) over 
her from the pitcher, rub her with soap, using wash cloth 
or brush, and rinse her by pouring over her several pitcher- 
fuls of clear water. 

If the physician asks that the shower be followed with 
bichloride, a pitcherful of the solution may be poured over 
her while she stands in the tub. 

Alcohol sponge baths are given: (a) To refresh the pa- 
tient; (b) to reduce temperature. 

A ‘small basin of alcohol and water of the prescribed 
temperature (usually tepid) is required. Use 1 part of 
alcohol and 3 parts of water. 

263 
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The remainder of the equipment is the same as for a 
cool sponge bath. 

If the patient is very ill, it is not necessary to use a bath 
blanket, but the bed may be protected with bath towels. 

Proceed as in the sponge bath for reducing temperature, 
depending largely upon cooling by the evaporation of the 
alcohol. Add small bits of ice as needed. If the patient is 
chilly or has ‘“‘goose flesh,’ rub him briskly with the hand. — 

An alcohol sponge is very refreshing to a patient who is 
too ill to turn. 

Spray bath in bed (affusion, or slush bath) is the shower- 
ing of the patient with cool water, followed by brisk friction 
with the hands. 

It is used in persistently high temperature accompanied 
by high pulse; sometimes in delirium or sunstroke.. 

It is best given by two nurses working together. 

Needed: 


A rai! sheet in perfect condition and somewhat longer than 
the bed. 

Blocks or other method of raising the head of the bed a few inches. 

Two large blankets. 

A foot-tub. 

Ice-bag for head and hot-water bag for feet. 

An irrigating can with bath spray attached, or a large sea sponge. 

Water 75° to 80° F. 


Procedure.—Put the long rubber sheet under the patient, 
the upper end over the pillow and the extra length at the 
bottom. The patient may be on a strip of thin blanket or 
folded sheet rather than directly on the rubber. Leave the 
nightgown in place until you are ready. 

Roll the blankets and place one at each side of the bed, 
lengthwise, under the rubber, thus forming a trough in which 
the patient lies. Place the foot-tub to catch the drainage at 
the bottom, or fasten the rubber sheet up at the corners. 
Protect the floor, if necessary, with newspapers. | 

Hang the irrigator high, 3 feet above the patient. Spread 
a towel lengthwise over the genitals and abdomen and re- 
move the nightgown. Place the hot-water bag and ice-cap. 

One nurse sprinkles the patient gently with the bath 
spray or by squeezing water out of the sponge with both her 
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hands, holding it high, while the other nurse rubs the 
patient briskly. 


Fig. 113.—Bed arranged for spray or slush bath.—(From Sanders’ ‘‘Modern Methods 
in Nursing.’’) 


Fic. 114.—Affusion.—(From Sanders’ ‘‘Modern Methods in Nursing.”’) 


Turn him on his side and spray the back, rubbing well. 
The procedure is continued for twenty minutes, unless 
the patient shivers persistently and fails to react, 
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At the close, drain as much water as possible from the 
rubber sheet, mop up the rest with the sponge or wash 
cloth. 

Dry the patient and remove him from the rubber, being 
careful not to wet the bed. (It is difficult for one nurse to 
do this alone.) Rub him briskly with the towel as you dry 
him. Replace nightgown, and if he is chilly, cover him 
with a blanket and renew the hot-water bag. 


Fig. 115.—Electric-light cabinet.—(J. L. Mott Iron Works.) 


If he fails to react at any time during the bath, stop the 
procedure, dry him quickly, wrap in a blanket, and give a 
hot drink. Watch the pulse. 

Dry Heat.— Hot-air baths are given: (1) To induce per- 
spiration and thereby promote elimination, as in nephritis 
or rheumatism; (2) to reduce edema; (8) to increase oxida- 
tion of fats, as in obesity; (4) to relax stiff joints and muscles; 
(5) to lower blood-pressure. 

Hot-air baths are most easily given by means of an elec- 
tric-light cabinet (Fig. 115) if the apparatus is available 
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and the patient is able to sit up. The heat can be regulated 
by turning on more or fewer lights. 

(a) Place the patient, undressed, in the cabinet, seated on 
a wooden stool or chair. Place an ice-bag or cold compress 
on the head. Give plenty of water to drink. Most patients 
perspire profusely. 

Watch the pulse in the temporal or facial artery. 


Fie. 116.—Improvised substitute for cabinet bath. 


‘Do not leave the patient for even a moment. : 

If the pulse becomes poor, remove the patient quickly from 
the bath, wrap in blankets, put to bed, and notify the doctor. 

The treatment is usually continued about ten minutes. 
The patient is wrapped in blankets and put to bed, there to 
continue perspiring. 

When he has perspired sufficiently (the order usually 
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states the length of time), remove the blankets one at a 
time, dry without exposure, and rub with alcohol under- 
neath the cover. 

(b) A folding bath cabinet may be used or the patient 
may sit in a wooden chair and a large, heavy blanket may 
be fastened closely about his neck and spread out, tent- 
fashion, on the floor. A large alcohol lamp or small alcohol 
stove is set underneath the chair and lighted. (This should 
be set in a pan for safety.) The heat from it causes the 
patient to perspire. The feet may be put into hot water if 
so desired. 

Caution.—It must be remembered that all treatments in 
which heat is used have in them elements of danger. One 
must guard against: (a) Burning the patient; (b) head- 
ache; (c) fainting due to anemia of the brain caused by draw- 
ing the blood to the surface of the body; (d) collapse from — 
reduced blood-pressure; (e) chilling from improper drying 
and protection at the close of the treatment. 

Baking is much used in arthritis, in so-called muscular 
rheumatism, and other conditions. Gas-heated apparatus 
was formerly much used, but electric light is usually more 
convenient and can be better measured .and controlled. 
There are small bakers for limited areas, merely a high- 
power light with a reflector; hinged boxes or cages to 
include a joint or limb, with several small electric bulbs 
for heating. 

When a high-power light is used, move it back and forth 
slowly over the part to be treated; if held still, it is almost 
sure to burn, even though the patient may not be conscious 
of it. 

With low-power lights, wrap the part to be baked in a 
towel, and a much higher degree of heat can be endured. 
Follow the baking by a light massage to stir the circulation 
and help carry off the waste products. 

Be careful not to scorch clothing or bedding. 

Hot-air Bath in Bed.—Because of the danger of fainting 
or collapse hot-air baths are in hospitals more commonly 
given in bed. There is needed: 
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Large bed cradle (or two short ones may be used) to cover the 
whole body. 

Long rubber sheet. 

Thin blanket. 

Three or four thick blankets. 

Two large size (60-75 watt) electric light bulbs with connections. 


Procedure.—Place the patient on the long rubber sheet 
with the thin blanket over it. Arrange the bed cradle over 
him and fasten the electric bulbs 
at the top, so that they will hang 
free from the frame, but not touch 
him. Hang a bath thermometer 
where it can be easily gotten at, 
not too near to an electric bulb. 
The heat prescribed is usually 
120° to 160° F. Cover the cradle 
with a blanket and remove the 
patient’s nightgown. 


Fig. 117.—Therapeutic light, ? 
single.—(Courtesy of Kny-Scheerer Fra. 118.——Baking apparatus for leg.—(Courtesy 
Corporation, New York.) of Kny-Scheerer Corporation, New York.) 


Turn on the electric lights; see that they are not touching 
anything. Add other blankets, tucking closely around the 
patient’s neck. 

Place an ice-bag or cold compress on his head. 

Give frequent drinks of water, hot or cold. 
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Watch pulse and stop the treatment if it becomes poor or 
there is a tendency to faint. 

Ten to fifteen minutes is usually long enough for the 
treatment. 

Turn off the lights and allow the patient, if he is in good 
condition, to continue perspiring. 

Remove blankets one at.a time. Cover with a blanket 
slipped underneath while you remove the cradle and the 
lights. 

Dry the patient under cover and avoid any possibility of 
chilling. Rub with alcohol. 


Fia. 119.—Hot-air bath in bed.—(From Sanders’ ‘‘Modern Methods in Nursing.”’) 


Caution.—There is danger of burning the patient or 
scorching the bedding. 

Do not let an electric bulb or cord get wet. The bulb 
may burst or the cord “short-circuit.” 

The hot-air bath in bed may also be given by using a 
large alcohol stove or a Bunsen burner at the bedside, con- 
ducting the heat into the bed by means of a pipe made of 
metal or asbestos. Be careful not to burn the patient or 
set fire to anything. 

Continuous hot-air baths are sometimes used in extensive 
burns or wounds which heal slowly. Use lower power 
lights; one or two of 40-watt are usually satisfactory. 
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Put a sterile sheet under the patient and one over the 
cradle. Be sure the cradle is perfectly clean. 

Cover with ordinary bedding, enough to keep in the 
heat, but not enough to cause perspiration. 

A vapor bath in bed is sometimes prescribed. Arrange the 
patient as for a hot-air bath, but leave a small opening at 
the end or lower corner through which to conduct the 
vapor. ‘ 

Provide a small electric stove and a tea-kettle. Conduct 
the steam into the bed by a short tube of stiff paper, or 


Fia. 120.—Vapor bath in bed.—(From McCombs’ ‘‘Diseases of Children for Nurses.’’) 


place the spout directly in the opening, as in Fig. 120; or 
use a croup kettle—a kettle with a very long spout—if one 
is available. The mistake is very commonly made of filling 
the kettle so that the water in it comes above the opening of 
the spout and no steam escapes. 

A croup tent is not unlike a vapor bath except that it is 
arranged so as to include the head. 
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Use a screen or a bed cradle as foundation; or, with small 
children, the top of the crib is usually sufficiently high. 

Cover with two blankets, not sheets, arranged so that 
there will be an opening between them for the steam to enter. 
Pin them in place. : 

Do not entirely enclose the patient. Fresh air is needed. 

See that the entrance for the steam is not near the pa- 
tient, so that there shall be no danger of burning. 

Do not leave a child alone in a croup tent, as he may turn 
over or crawl toward the steam and be burned. 


Fie. 121.—Croup tent.—(From Griffith, “‘The Care of the Baby.’’) 


Any medication prescribed is added to the water in the 
kettle. (If it is tincture of benzoin, scrub the kettle with 
alcohol afterward.) 

Be sure that there is steam coming from the spout. 

At the close of the treatment, dry the patient and protect 
from cold. 

The Continuous Tub Bath.—This is used in some skin 
diseases, in burn cases, in mania, etc. In mania the bath is 
continued for two or three hours at a time, and in burn 
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and skin troubles the patient may be left in the bath day 
and night. 

This form of bath is best given in a special tub, arranged 
with several water inlets, so that an even temperature can 
easily be maintained. A hammock of broad strips is pro- 
vided in which the patient lies suspended. 

It may be given, however, in an ordinary bath-tub. 
Provide an air pillow to support the head, fastening it by 


Fig. 122.—Tubs for continuous baths. Mixing apparatus, several inlets, and support- 
ing hammock.—(J. L. Mott Iron Works.) 


stout bandages, passed under the tub. Hang a bath ther- 
mometer in the tub. : 

Fill the tub with clear water at the temperature pre- 
scribed, usually 98° or 100° F. 

The patient should have on a loin cloth or diaper. Place 
him in the tub and cover it with a heavy blanket or rubber 
sheet to prevent cooling and exposure. 

From time to time, every fifteen minutes, inspect the 
bath thermometer and add warm water to bring it up to 
the proper temperature. Keep your hand between the 
inflowing water and the patient and stir well. 

18 
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When the treatment is long continued the patient is re- 
moved for defecation and usually for meals. Some patients 
prefer to remain in the water day and night for the comfort 
it affords them. A special nurse 1s needed in such eases. 

Partial Baths in Infections.—Continuous baths to a por- 
tion of the body are commonly used in cases of infection. 
An infected hand or foot may be kept in a tub of warm 
antiseptic solution. A foot-tub, set on a table or chair, may 
be used in these cases, but it is easier to manage with a 
tub specially designed for the purpose and fitted with a close 
cover. Put the limb in a cloth sling, pad the edge, and make 
the patient comfortable with plenty of pillows. 


SD 
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Fia. 123.—Arm bath.—(Courtesy of Kny-Scheerer Corporation, New York.) 


The hot wet pack has effects similar to those of a vapor 
bath. It is more penetrating than dry heat and quicker in 
its effect. 

It (1) raises the body temperature by preventing heat 
elimination, (2) promotes elimination through the skin and 
so relieves the kidneys; it is commonly used in uremia and 
nephritis. 

It is stimulating and usually increases pulse rate. 

Articles needed: 


2 thin blankets. 

2 thick blankets. 

1 long rubber sheet. 

1 foot-tub. 

5 hot-water bags. 
Ice-cap. 

Bath towel. 

Face towel. 

Bath alcohol. 

Drinking glass and tube. 
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Procedure.—Fill the hot-water bags and place in the foot- 
tub. Fill the ice-cap and take to patient. Take patient’s 
pulse. 

Prepare the patient by placing under him a thick blanket, 
a long rubber sheet, and a thin blanket. Make a ‘“‘sandwich”’ 
with the rubber sheet between the two blankets and roll 
or gather it in folds. Turn the patient on his side and 
introduce, as when changing a draw sheet. 


Fie, 124.—Wringing blanket for hot pack. 


Spread the lower (thick) blanket over the bed, also the 
rubber sheet. Do not tuck in. 

Cover him with a thick blanket and fold the bed covers 
back to the foot of the bed. 

Remove his nightgown under cover and draw the thin 
blanket up over him from each side. 

Fold the upper blanket at the foot of the bed and adjust 
the thin blanket, wrapping it snugly about him, placing a 
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fold of it between the legs and between the arms and chest, 
as in a cold pack. 

Use a thin blanket for the hot wet application. It is 
best wrung out in the bathroom. The water should be of 
a temperature of 150° F. Gather the blanket in folds and 
immerse all but the ends; two nurses wring it by twisting in 
opposite directions; wring as dry as possible, place quickly 
in the foot tub on top of the hot-water bags and carry to the 
bedside. 

Turn the patient wrapped in the thin blanket on his 
side. Apply the hot wet blanket quickly, wrapping snugly. 
(This part of the procedure requires skill and deftness. It 
should be practised—using a dry blanket—until one becomes 
expert. It can best be done by two nurses working to- 
gether.) The blanket should be applied as hot as can be 
borne by the patient, but should not be hot enough to make 
any risk of burning. 

Draw the rubber sheet quickly up at each side of the 
patient and wrap it snugly and smoothly about him, folding 
closely at the neck. Wrap the thick blanket whiskies is over 
the bed likewise. 

Place the face towel about the patient’s neck an protect 
his chin and face from the blankets. 

Put ice-cap on his head. Place the hot-water bags, one 
at feet and two on each side. These must always be outside 
the rubber sheet. 

Cover with the thick blankets. Draw the upper bed- 
clothing over the patient. Give a drink. 

Leave in the pack fifteen to thirty minutes, as ordered. 
Give a drink often. Watch pulse, taking it every few 
minutes. If it becomes weak or the patient feels faint, dis- 
continue the treatment. 

In removing from the pack, take every precaution against 
chilling. Remove the rubber sheet, the wet blanket, and 
the thin blanket next the patient’s skin at one time, wrap 
quickly in the thick blanket which is under him. 

Pull up the outer blankets, dry the patient carefully under 
cover, with every care against chilling. 

Rub with warmed alcohol and replace the nightgown. 
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Variation in Method.—Two wet blankets may be used, 
one folded underneath the patient, the other tucked over 
him. This simplifies the procedure. 

A second rubber sheet may be used to still further pre- 
vent the escape of heat. 

At the close, the patient may be left from thirty to forty- 
five minutes wrapped in dry blankets so that perspiration 
may continue. 

If fluids are being restricted, drinks are, of course, not 
given during the pack. 

The hot dry pack is given with practically the same equip- 
ment, omitting the wet blanket. 

Use the long rubber sheet to keep in the heat. 

Place the hot-water bags outside the rubber sheet, the 
ice-cap on the head; give drinks as above. 

The mustard bath acts as a stimulant. It is used (a) as 
a foot bath, to quicken the circulation in the lower limbs and 
thereby relieve congestion elsewhere; (b) as a restorative 
measure in collapse; (c) as a nerve Mak hint to relax con- 

vulsions. 

As a full bath it is rarely used except with children. 

Use a tablespoonful (or 1 ounce) of mustard to a gallon 
of water. Mix it with cold water until it forms a smooth 
paste; or tie it loosely in gauze; either method assures that 
there shall not be lumps of mustard in the bath which would 
produce burns or blisters. 

Have the water at a temperature of 105° F. unless other- 
wise ordered. Stir the mustard paste well into it or move the 
mustard bags about vigorously. 

Immerse the patient, supporting him according to his 
size. Allow him to remain five to ten minutes until the 
skin is well reddened, or he is thoroughly relaxec| from a 
convulsion. 

Wrap him in a bath blanket and dry by patting. 

Usually the patient is put to bed afterward with an ice-cap 
to the head and a hot-water bag to the feet and left for some 
time. Later give an alcohol rub and put on the nightgown. 

A mustard pack is similar in effect to a mustard bath. It 
is given by wringing a sheet or towel out of mustard water 
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prepared as above, and enveloping the patient in it, tucking 
between the legs and under the arms. Wrap in a thick dry 
blanket and leave for fifteen minutes. Apply an ice-cap to 
the head while in the pack. After the pack rub with alcohol. 

The bran bath is used to relieve irritation in certain skin 
diseases. For an adult about 4 pounds of bran are used to 
a tub of water (25-30 gallons). For a baby, 1 pound to a 
foot-tub of water. 

Put the bran loosely in a cheesecloth bag and (1) immerse 
it in the bath, soak and move it about for some time, until 
the water looks milky; or (2) boil the bran bag in water for 
fifteen minutes and add this water to the bath. 

The bath should be of a temperature of 95° F. 

The soda bicarbonate! bath is used similarly to the bran 
bath, especially to relieve itching. It is used in a strength 
of $ pound of the soda to the gallon of water. Boric acid in 
a 1 per cent. solution is also used. 

The starch bath is another emollient or soothing treat- 
ment. For an adult, use a pound of corn starch; mix it 
with enough cold water to make a smooth paste; add boiling 
water, stirring meantime until it is thin enough to pour. 
Add it to a bath-tub of water at 95° F. 

Salt baths are given for their tonic effect. Use about 8 
pounds of sea salt or 5 pounds of table salt to a bath-tub of 
water at a temperature of 75 °F. Use brisk friction during 
and after the bath. 

A salt glow is given by standing the patient in a tub partly 
filled with warm water. Use coarse table salt (not ice-cream 
salt). Stand behind the patient, wet her skin, and rub her 
briskly with the dry rough salt, which gradually dissolves 
in your hands. The treatment reddens the skin and acts as 
a tonic. Rinse and dry. . 

The sitz-bath is designed to relieve congestion or pain in 
the abdomen or pelvis, in sciatica, in hemorrhoids, tenesmus, 
retention of urine, in amenorrhea, and sometimes during 
labor. 

It is best given in a tub specially designed for the purpose. 


1 Soda carbonate (washing or sal soda) is used in the strength of 1 
ounce to 2 quarts of water for frosted feet. Soak one-half hour. 
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Have the water at 105° F. if the patient will bear it and 
increase it to 110° F. or more. Be very careful in adding 
hot water, keeping your hand between the stream and the 
patient. 

Remove the patient’s nightgown and put a warm blanket 
around her, fastening it at the back of the neck. Have her 
sit in the tub with hips immersed, her feet in a smaller tub 
of hot water. Pad the edge of the sitz-tub with a bath 
towel. Put a cold compress on her head. 


Fia. 125.—Sitz-bath.—(From Hinsdale, ‘‘Hydrotherapy.’’) 


If no sitz-tub is available, a small wash tub may be used. 
Tilt it slightly, propping it securely, and pad the edge well 
under the patient’s knees. 

Heliotherapy means treatment by the use of sunlight. 
It must be as exactly and carefully applied as any other 
treatment, or very painful burns may result, or even pros- 
tration. 

Sunlight contains heat rays, light rays, and actinic or 
chemical rays. Ordinary window glass permits the passage 
of-the heat and light rays, but shuts out the chemical rays. 
(Blue glass permits the actinic rays to pass.) For this reason 
exposure ‘to sunlight for therapeutic purposes must be in 
the open. 
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Heliotherapy is used in the treatment of tuberculosis, 
rickets, and slow-healing wounds. 

The treatment begins with the exposure of a portion of 
the body to the sun for a short time each day. The extent 
of skin surface and the length of exposure are gradually 


Fic. 126.—The Burdick air-cooled mercury quartz lamp. 


increased. IIl effects occur from too long or too extensive 
exposure until the patient becomes accustomed to it and 
the protective coloring (tanning) has taken place. 

Always protect the patient’s eyes with dark glasses and 
usually with an umbrella or canvas screen. 

Do not expose longer than prescribed. : 

When the entire surface of the body is to be exposed 
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use a loin binder. For adults or older children screens are 
used around the bed. 

Actinotherapy is usually understood to mean treatment by 
“artificial” sunlight. Actinic (ultraviolet) or chemical rays 
equivalent to those of the sun are produced by means of 
a “quartz” or ‘‘Alpine’’ lamp. 

The treatment may be applied indoors and in dark, cold, 
and cloudy weather. 

The exposure must be made exactly as prescribed, or 
bad burns may result. The distance from the lamp and the 
length of exposure regulate the dose. The eyes of both 
patient and operator must be protected by dark glasses. 


CHAPTER XVIII 


SPECIAL ENEMATA AND MEDICAL PROCEDURES 


Treatment Trays.—In modern practice it is customary 
to have a tray ‘‘set up”’ with all the articles needed for any 
procedure; it saves time and steps. | 

If the procedure is one which does not require aseptic 
measures, the articles are placed on a tray covered with a 
towel. See that everything is clean and in good repair. 
If the procedure requires sterile articles or instruments, 
the tray should be covered with a sterile towel. (This may 
be placed in position with unsterile hands if carefully handled 
by two corners.) The equipment is placed in position on 
this, and covered with another sterile towel or half of the 
one already in place. Each hospital has its own methods of 
preparing trays. 

“Sterile” trays cannot be expected to remain sterile for 
any length of time. They must be prepared shortly before 
the procedure for which they are to be used or their con- 
tents resterilized after standing. 

Special Enemata.—There are several sorts of enemata in 
use besides those already described. 

Oil enemata are given to soften fecal matter which has 
lain in the rectum or colon, and to render it more easily 
evacuated. They are given in chronic constipation or after 
operations upon the rectum or perineum. 

Use about 5 ounces of a cheap grade of cottonseed or 
olive oil; occasionally a small amount of glycerine is added. 
Warm the oil by setting the container in hot water. Do not 
heat oil over a flame or on a stove of any sort, as it quickly 
becomes hot enough to burn; if there is any doubt about the 
temperature of oil, test it by dropping on the inside of your 
forearm; it should be just blood warm. 

Give with rectal tube and funnel, inserting the tube 3 or 
4 inches. Have the patient retain it. The oil being non- 
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irritating and the quantity small, this is not difficult. It 
will work its way up into the intestine, softening the feces. 
It is usually given at bedtime, and produces an evacuation 
the next morning. 

Cool enemata are sometimes ordered to reduce fever or 
in case of intestinal hemorrhage. Use water at the tem- 


Fig. 127.—Radiograph showing intestine outlined by means of barium.—(From Gant, 
“Rectum, Anus, and Colon.’’ Volume II.) 


perature and in the quantity prescribed; water as it comes 
from the faucet is usually ordered. It should be given very 
slowly. 

Emollient or soothing enemata are given to relieve diar- 
rhea or irritation in the colon. They are usually of starch. 
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Mix laundry or cornstarch with enough cool water to 
make a thick paste. Add boiling water, stirring constantly, 
till it forms a smooth, translucent, thin paste that will easily 
run through a rectal tube. (Sometimes laudanum is added 
to quiet peristalsis.) Give slowly, using a funnel and a 
large tube. 

Anthelmintic enemata are given to expel worms from the 
intestine. The most common are solutions of alum or tannic 
acid or an infusion of quassia. Give with rectal tube and 
funnel. 

Opaque or barium enemata are given to render the intes- 
tine visible in making an x-ray examination or picture. 

About 6 ounces of barium are used, mixed with some 
material which will hold it in suspension, such as butter- 
milk, acacia, or potato gruel. Mix according to formula, 
and give it with a funnel and large rectal tube. 

Stimulating enemata are given in shock or collapse, dur- 
ing or after operation, vomiting, etc. The patient may be 
unconscious. 

A common formula is 1 ounce of whisky or brandy and 
3 ounces of salt solution or coffee. Clear black coffee is 
used; it may be made with a heaping tablespoonful of coffee 
to 4 ounces of water, boiled five minutes and strained; it 
need not be freshly made. It should be blood temperature. 
Give with rectal tube and funnel. 

Proctoclysis, also known as rectal seepage or the Murphy 
drip,' is the giving of normal saline, soda solution (2 per 
cent.), glucose solution (5 per cent.), or plain water into the 
rectum by a continuous drip, slowly enough for it to be 
absorbed by the mucous membrane. The rate is from 20 
to 60 drops per minute. 

Salt solution acts as a stimulant in shock, fills up the 
blood-vessels in hemorrhage; glucose or soda solution helps 
to prevent or remedy acidosis; the water, .by diluting the 
blood, lessens toxins and promotes elimination in infections, 
allays thirst in persistent vomiting, supplies the body with 
fluids in uremia, ete. 


‘Named from Dr. John B. Murphy, of Chicago, who invented the 
process. 
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A special apparatus is necessary, and many different 
forms have been devised. The important features are: 
(1) Means of keeping the solution warm; (2) means of reg- 
ulating the flow; (3) means of 
retaining the tube in the rec- 
tum. 

1. The solution should be hot, 
120° F. It may be kept hot 
by being placed in a thermos 
bottle or an irrigator wrapped 
in. flannel, or by the unsafe 
method of placing an electric 
light bulb in the irrigating can; 
or, better, it may be reheated — 
by folding a hot-water bag over 
the tube just before it enters 
the rectum. 

2. The flow is regulated by 
hanging the reservoir very low, 
4 or 5 inches above the rectum 


Fig. 128.—Proctoclysis apparatus.—(From Warnshuis’ ‘‘Surgical Nursing.’’) 


—a somewhat uncertain method—or by the use of a metal 
screw-clamp which can be very accurately adjusted, and a 
“drip bulb” which shows at what rate the solution is 
dropping. Sometimes provision is made by means of a Y 
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tube for the escape of gases which may prevent the inflow 
of the solution. 

3. A self-retaining tube of hard rubber may be used, one 
which has a shoulder that fits between the external and 
internal sphincter muscles. Or a soft-rubber tube may be 
used and held in place by a strip of adhesive. 

The rectum should be clear of feces. If necessary, ask that 
an enema may be given before the drip is begun. After the 
enema wait at least half an hour for peristalsis to quiet down. 

Protect the bed by an absorbent pad. Let some solu- 
tion run through the tube to warm it and expel the air; 
clamp, insert the tube, and secure it in place. Then regulate 
the flow by means of the screw-clamp. Thirty to 40 drops 
a minute is more likely to be retained than a greater number. 

Unless the patient is unconscious, explain the procedure 
to him, so as to secure his co-operation. See that he is in a 
comfortable position. Do not leave him until he has be- 
come accustomed to the presence of the tube, and you are 
sure that the treatment is going on properly. Inspect the 
bed and the entire apparatus frequently. 

Proctoclysis may be continued for two hours at a time, 
or it may be continuous. 

A nutritive enema (rectal feeding) is given when for any 
reason the patient cannot take food by mouth, as in per- 
sistent vomiting from any cause, cancer of the esophagus, 
stomach, etc. 

The rectum and colon have great power of absorption, 
but do not digest food. Therefore nourishment which is to 
be given by rectum must be (1) predigested, or (2) mate- 
rials which can be absorbed as they are. Substances used 
for rectal feeding are: Raw eggs slightly beaten, peptonized 
milk, beef juice, liquid peptonoids, beef peptone, glucose, or 
dextrose. Salt is added because it aids the absorption. 
Eggs should never have air incorporated into them, but 
should be broken up and strained through gauze. 

The quantity given should not exceed 6 ounces, or it is 
not likely to be retained. It should be given at body tem- 
perature (98° to 100° F.).. Heat it by setting the container 
in hot water, never over a flame. 
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Rather vague orders are sometimes left in regard to rectal 
feeding. It is wise to verify them and to know exactly what 
is intended. 

Be sure that the rectum is clean. If there is gas or fecal 
matter present, the nutritive enema will probably act as a 
purgative. A cleansing enema should be given at least 
once in twenty-four hours. After it, wait at least an hour 
for the intestine to quiet before attempting the rectal 
feeding. 

Use a rectal tube and funnel. Give very slowly and see 

.that every drop is taken. Clamp the tube with the fingers 
as you withdraw it, to prevent dripping. Make pressure 
with a folded towel against the anus until the desire to expel 
it has passed. 

An interval of six hours is usually allowed between rectal 
feedings. If given too frequently, they are not retained or 
absorbed. 
~ Rectal Medication.—Some medicines, notably sedatives, 
are given by rectum when for any reason it is not possible 
or desirable to give them by mouth. The dose is usually 
twice that by mouth. 

The rectum must be clean. The drug must be dissolved 
in a small amount of water and given slowly. Make sure 
that every drop is taken. 
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Giving Oxygen.—Oxygen is a colorless and odorless gas, 
It is put up for use in metal tanks with a valve at the top. 
It is given by inhalation. It is usually passed through 
water as it*is given, to moisten it, and to observe the rate of 
the flow. | 
A rubber tube leading from the valve of the tank is 
attached to a glass tube leading into and out of a bottle of 
water, so that it can be seen bubbling through; another rub- 
ber tube leads from this to an inhaler. The inhaler may be 
a glass funnel which can be held over the nose and mouth 
of the patient, or it may be a small glass nose or mouth- 
piece. 
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Oxygen is administered when for any reason the respira- 
tion is interfered with, and the blood is, therefore, not 
being properly oxygenated. It is given in pneumonia, in 
heart failure, in gas poisoning, etc. 

The giving of oxygen requires the constant attendance of 
one person, as the inhaler must be held in place. Hold it 


Fie. 129.—Giving oxygen. Glass funnel for inhaler. Oxygen bubbling through water. 


slightly away from the nose, as some admixture of air is 
necessary. Keep it coming in a slow, steady stream, reg- 
ulated according to the condition of the patient. It may be 
ordered given five minutes out of each fifteen, fifteen min- 
utes out of each hour, or whenever the face becomes blue or 
respiration labored; or it may have to be given continuously. 
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The tendency is always to give too much at one time. Give 
too little rather than too much. 

See that the tubing of the apparatus looks new and in 
perfect condition. Shut the valve very tightly when not in 
use. Oxygen is expensive, and should not be wasted. 

Be sure that there is a sufficient supply on hand, as a 
tank may become empty at any time, and the patient’s life 
still depend upon oxygen. A second tank should always be 
in the ward when the first has been partly emptied. 

Taking blood-pressure is a procedure often done by a 
_physician, but it is sometimes entrusted to a nurse. 


Fig. 130.—Sphygmomanometer in use.—(From DeLee, ‘‘Obstetrics for Nurses.’’) 


Normal blood-pressure for adults is 100 to 135 systolic, 
60 to 90 diastolic. Children’s blood-pressure is lower, 80 
to 115 systolic; old people’s higher, 140 to 180 systolic. 

In cases of shock, hemorrhage, fractured skull, the toxe- 
mia of pregnancy or some acute cardiac troubles, blood- 
pressure may be ordered taken twice a day or every few 
hours. 

The sphygmomanometer, or blood-pressure apparatus, 
commonly used consists of: (1) A rubber bag or cuff which 

19 
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can be inflated; (2) a rubber bulb for inflating it; (3) a dial 
or column of mercury for registering it. 

Procedure.—Adjust the cuff above the elbow, so that it 
will make pressure over the brachial artery. Connect the 
inflating bulb. Arrange the dial or mercury tube so that 
you can see it. 

Find the wrist pulse, and keep the fingers of one hand 
on it. With the other hand pump the bulb and inflate the 
arm cuff. Watch the dial or mercury indicator and note 
the pulse. 

Observe when the pulse is obliterated at the wrist. Let 
the air come slowly back into the cuff and note the exact 
point on the dial at which the pulse is again felt. This 
is the systolic pressure. Verify by repeating the pro- 
cedure. ; 

The diastolic pressure is taken by a stethoscope placed over 
the brachial artery, just below the cuff. When the cuff is 
inflated, the pulse disappears; as it is deflated, and the 
pulse returns, a rushing sound is heard, which becomes 
fainter as the artery fills. Observe the dial as the last point 
is reached at which it can be heard. This registers the 
diastolic pressure. 

The difference between the diastolic and systolic pressure 
is called the pulse pressure. 


PROCEDURES USED IN STOMACH CASES 


Gastric lavage, or stomach washing, is done: (1) To empty 
the stomach in case of poisoning; (2) to relieve persistent 
nausea or vomiting, overdistention with gas, dilatation of 
the stomach; (8) in some cases of intestinal obstruction, 
gastric carcinoma, etc. 

Except in cases of poisoning, lavage should not be done 
without a doctor’s order. It is usually done by a doctor, 
_ but a nurse may be asked to do it. 

The solution used may be soda bicarbonate 5 per cent., 
boric 2 per cent., or plain water. In poisoning, a chemical 
antidote may be used. 
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Needed: 


Newspapers to protect the floor. 

A light rubber apron or rubber sheet. 

Two towels. 

Stomach-tube with funnel attached, in a basin of cracked ice.! 

At least 1 pailon of the required solution, at a temperature of 100° 
to 105° F. 

A small pitcher for pouring. 

Foot-tub or large pail. 

White basin. 

Emesis basin. 

Gauze handkerchief. 

Mouth-gag (rarely needed) of three wooden tongue-depressors 
wrapped in gauze. 


The stomach-tube should have a marker on it, 16 to 18 
inches from the end, to indicate how far it is to be inserted. 
For a child, measure the distance from the bridge of the 
nose to a point three-fourths of the distance between the 
nipples and umbilicus, and mark the tube with a tiny strip 
of adhesive. 

Procedure.—Have the patient sit up if able; or it may be 
done with the patient propped with two or three pillows. 

Explain the procedure to the patient. 

If he is a child, wrap him in a restraint sheet and pin 
securely. If an adult, have any artificial teeth removed; 
protect the clothing with a rubber apron or rubber sheet 
fastened around the neck, the end falling into the tub or 
pail set on the floor. | , 

Wash your hands. Give the patient a gauze handkerchief. 

Lubricate the tube by dipping it into the solution. (This 
is not as nauseating as glycerine or oily substances.) Ask 
the patient to swallow while you are inserting the tube. 

Stand a little to one side of and behind the patient, curve 
the tube so that it will not strike the back of the pharynx 
and produce retching. Push it down rapidly and smoothly. 
If any obstruction is encountered, wait a minute and try 
again. Do not force the tube. If you cannot pass it after 
a second trial, get expert assistance. 

Watch the breathing for a moment, listen at the funnel 
to make sure that the tube has not gone into the trachea. 


1 The cold renders the tube stiff and more easily passed. 
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If there is considerable retching, explain that it is to be 
expected. If the patient bites the tube, insert the mouth- 
gag. With a baby, grasp the face in your hand so as to make 
the mouth shaped like an O, and a gag will not be needed. 

Hold the funnel a few inches above the patient’s mouth, 
fill it with solution and let it run in slowly, until about a 
pint has been taken or the patient indicates that it is enough. 


Fig. 131.—Gastric lavage.—(Kellogg.) 


Do not let the funnel become empty, but pinch the tube, 
invert the funnel over the white basin, release, and siphon 
out the stomach contents. Some stomach-tubes have a 
bulb about the middle, by which the stomach contents may 
be pumped out. 

Inspect the material in the basin before pouring it into the 
tub or pail. 
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Repeat the procedure until the solution returns clear. 
Report or save any unusual material encountered. If there 
is blood, discontinue the treatment. 

Pinch the tube and withdraw it quickly. 

Wipe the patient’s face, remove the rubber or restraint 
sheet, make him comfortable. Give a mouth-wash or a 
glass of water if desired. 

Remove the equipment and cleanse it. Wash the stomach- 
tube with cold water, then with soapy water, rinse, and boil 


Fig. 132.—Gavage.—(From McCombs’ ‘‘ Diseases of Children for Nurses.’’) 


three minutes only. Dry and put it, loosely coiled, into a 
clean box. 

Record the treatment, the amount: of solution used, and 
the nature of the material evacuated. 

Gavage is the administration of liquid food by means of a 
tube passed into the stomach. It is also known as tube 
feeding or forced feeding. It may be oral, through the 
mouth, or nasal, through the nose. 
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It is done when the patient cannot or will not eat, as in 
insanity, tetanus, spasm of the esophagus, or when children — 
or grown persons are too weak to eat or refuse food. 

The food given is usually milk and eggs. Soups and 
vegetable broths (strained), malted milk, beef juice, gruel, 
etc., may be used. Season with salt. Give at a temperature 
of 100° td 105" FF. 

The equipment is the same as for lavage, except that the 
pitcher of solution is replaced by a receptacle containing the 
food, a graduate glass, or small pitcher. 

If the patient seems likely to resist, wrap in a restraining 
sheet and have sufficient assistance. 

Oral Gavage.—Proceed as in lavage. When you are sure 
that the tube is in place, pour the food slowly in. Let it all 
run into the stomach. A little sterile water may be added. 

Pinch the tube and withdraw it rapidly. 

Have the patient lie down, make him comfortable, and 
distract his mind to avoid possibility of vomiting. 

It is not necessary to boil the tube after each feeding if 
it is used for but one patient; boiling softens it. Wash with 
clear cold water, then with soapy water, and rinse well. 
Dry and keep in a clean box. 

Nasal Gavage.—Use a catheter, of a size proportionate to 
the patient, connected to a funnel: With babies, measure 
carefully the length which is to be inserted, and ae with 
a tiny strip of adhesive. 

Lubricate the tube with sterile oil or albolene. Insert it 
gently into the upper nostril as the patient lies with the 
head a little to one side, propped slightly. 

Make sure that it has not been passed into the trachea; 
with a small catheter this is a possible accident. Watch 
the breathing and listen at the funnel. 

Have the food at a temperature of 98° to 100° F., blood 
warm. The lining of the nose is more sensitive to tempera- 
ture than that of the mouth. 

Proceed as in oral gavage. Pinch the tube in re- 
moving. 

If the catheter is difficult to cleanse, inject water through 
it with a syringe, and be sure it runs freely. 
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Nasal gavage is much used with the insane, and with pre- 
mature or very weak infants. It is less difficult than oral 
gavage, as the patient usually resists less. 

Test-meals are given: (1) To determine the chemical 
reaction of the gastric juice; (2) to determine the motor and 
secretory activity of the stomach. They are important 
factors in diagnosis. 

They consist of food of which the time of digestion is 
known. The commoner test-meals are: 

The Hwald, a slice of bread without butter, and a glass of 
water or a cupful of very weak tea without sugar or cream. 
‘It is withdrawn after one hour. 

The Fisher, the same as the Ewald, plus 4 ounces of finely 
chopped lean beef, seasoned and broiled. It is withdrawn 
after three hours. 

The Riegel, 6 ounces of meat broth, 200 grams of beef- 
steak, 150 grams of mashed potato, or 2 slices of bread, and 
a glass of water. The patient should masticate the meat 
thoroughly. It is more nearly like a normal meal, so that 
digestion is assisted by the psychic effect. It is removed 
in three or four hours. A normal stomach should be empty 
at the end of three hours. 

The Ewald and Fisher meals are given in place of break- 
fast, the Riegel meal in the middle of the day. 

The nurse’s part in the giving of test-meals is an impor- 
tant one. Any inexactness or mistake in quantity or time 
may render the test faulty and the diagnosis incorrect. 

Test-meals should be given exactly when and as ordered. 

Expression of stomach contents is the removal of the con- 
tents of the stomach after a test-meal. It is done by means 
of a bulb or piston syringe. 

- Needed: 


Towel. 

Emesis basin. 

Receptacle for stomach contents. 

Stomach-tube equipped with a bulb, or a large piston syringe. 
Gauze handkerchief. 


Procedure.—Protect the patient’s clothes with a towel 
fastened around the neck. 
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Insert the stomach-tube as in lavage. 

Pump the contents out by means of the bulb, or with- 
draw by means of the piston syringe. 

Do not let saliva drip into the receptacle for stomach 
contents, as it may change the chemical reaction. If neces- 
sary, wrap the tube in gauze or a towel. To facilitate 
withdrawal, have the patient take a long breath. 

The fasting stomach test is made seven or eight hours 
after a meal. A long, small-caliber tube with a special tip 
(the Rehfuss tube) is passed, and the fasting contents with- 
drawn by means of a piston syringe. 


Fig. 183.—Rehfuss tube. 


The tube is then fastened to the patient’s cheek with 
adhesive, and remains in place while the test-meal, usually 
the Ewald, is eaten. 

Forty-five minutes later the test-meal is withdrawn, and 
the tube removed. 

Duodenal drainage is done: (1) To secure bile from the 
duodenum for analysis; (2) for drainage in cases of catarrhal 
gall-bladder trouble or gall-bladder infection. 

With the patient sitting up, the Rehfuss tube is intro- 
duced about 18 or 20 inches. The patient then lies down 
on his right side, and during a period of twenty minutes 
swallows 7 inches more of the tube. It usually reaches the 
duodenum in thirty minutes to one hour. 
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A fluoroscopic examination is made to verify the position 
of the tube. A solution of magnesium sulphate (Epsom 
salts) is injected through the tube to stimulate the flow of 
bile. The duodenal contents are collected by siphonage or 
by withdrawal with a syringe. — 

The specimen should be carefully labeled and sent to the 
laboratory. | 

Intestinal test diets are sometimes ordered. They must 
be exactly given. Usually all feces passed is saved and sent 
to the laboratory; sometimes also all urine. 

_ Great care should be taken that all nurses in the ward 
are informed when such tests are being made, so that speci- 
mens may not be accidentally thrown away. 


CHAPTER XIX 


CARE OF WOUNDS AND SPECIAL SURGICAL 
PROCEDURES 


Wounds are classified as: (1) Incised, those with straight, 
clean-cut edges; (2) contused, where there is bruising of the 
tissues; (3) lacerated, where the edges are torn; (4) punctured, 
small but deep wounds. 

They are also classified as operative, aseptic, and infected. 

Healing of Wounds.—Wounds heal: (1) By primary 
union, as in a straight, clean wound, without infection, 
where the cut surfaces are in contact, and heal quickly, 
with slight inflammation and no scar formation; (2) by 
granulation, when there is destruction of tissue which must 
be replaced or filled in. Since there is always infection in 
torn or irregular wounds, this must be got rid of at the 
same time that the granulation is taking place. Cell is added 
to cell to fill in the lost tissue, and scars are usually formed. 

The Treatment of Wounds.—-Wounded tissues need rest 
and cleanliness to facilitate healing. 

Clean (i. e., aseptic) wounds need little care except pro- 
tection against dirt or infection and against pulling apart. 
Stitches may be put into the edges, or they may be held 
together with sterile adhesive! plaster, and a sterile dressing 
put on, left in place for some days. The wound is usually 
found healed and clean, with no scar. 

Infected wounds require frequent redressing, for while 
dressings prevent bacteria from getting into a wound, they 
also prevent the escape of pus (dead and living bacteria and 
decomposed matter) from the wound. For this reason they 
must be frequently changed. 

Also, drainage-tubes or wicks are put into discharging 
wounds to conduct pus and infection to the surface, by cap- 

1 Adhesive is sterilized by passing the strip through a flame just 
before it is put on. 

298 


CARE OF WOUNDS AND SPECIAL SURGICAL PROCEDURES 299 


lary attraction; but if allowed to remain too long, they be- 
come clogged, and act as a stopper or cork to hold the in- 
fection in. 

An otherwise unexplained rise of temperature occurring 
in a patient who has an infected wound may be due to the 
“damming back” of drainage, or the collection of discharge, 
swarming with bacteria, in some unnoticed corner of the 
wound, with consequent absorption of toxins. 

Ulcers and burns are infected wounds and are treated as 
such. 

Methods of Dressing Infected Wounds.—1l. A_ dry, 
‘ sterile dressing may be put on, and the drainage and heal- 
ing left to nature. ‘Fluff’ (loosely laid on gauze) permits 
better drainage than folded gauze. 

2. A fluffed dressing, wet with some antiseptic, may be 
used. If applied hot, its action is more vigorous. Hot 
dressings must be changed frequently and kept sterile in 
the process of wringing out of the solution. 

3. The wound may be sprayed or swabbed with an oily 
antiseptic, such as dichloramine-T, and filled with ‘‘fluffed”’ 
gauze. 

4. The wound may be covered with a sterile cap, which 
does not touch, but protects it. | 

5. No dressing may be put on, and the wound be exposed 
to the heat of an electric lamp. It must be protected from 
floating dust by a sterile sheet (Chapter XVII). 

6. The wound may be exposed for an hour or more a 
day to direct sunlight, a fluffed, dry, or wet dressing being 
kept on it the rest of the time. 

Infected wounds are usually washed or irrigated to remove 
as much of the débris and bacteria as possible. Antiseptic 
solutions are commonly used for this purpose. 

If the granulations are small and pale, they may need a 
tissue stimulant applied, such as balsam of Peru. If they are 
large and extend above the edges of the wound they may need 
to be cut off or burned off with silver nitrate. 

Infected wounds may heal, with the formation of hard 
scar tissue, which may contract and result in disfigurement 
or deformity. Keloid, a growth or tumor, may.occur in the 
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scar; this can be removed by operation or cauterizing. Or 
there may result an ulcer, sinus, or fistula, which may 
need to be opened widely and curetted (scraped) out. 

Points to Be Observed in Doing Dressings.—Watch your 
surgeon and endeavor to follow his methods in all details. 

Dress clean wounds first and infected ones afterward. 

Watch your technic. Even if a wound is already infected, 
one should not introduce more bacteria of the same or 
another variety. ‘‘Mixed” infections are especially hard 
to heal. 

In removing adhesive, pull the strips toward the wound; 
pull off quickly, but do not jerk. 

Moisten adhesive before removal with peroxide, alcohol, 
or sterile water. After removal, clean the surface promptly 
and dry it. Use ether or benzine for cleansing; alcohol 
is rarely effective. 

Never pull off a dressing which sticks toa wound. Moisten 
it with solution and wait till it loosens. 

As far as possible, use forceps in doing dressings. Do not 
contaminate your hands with discharge from a wound if it 
can be avoided. In virulent infections wear rubber gloves. 

When cleansing the skin near a wound, sponge along the 
edge, never toward the wound. 

Always remove sloughs or pieces of débris, if they can be 
separated without injuring the tissues. Use forceps, not a 
sponge. 

Irrigate discharging wounds thoroughly, as any bacteria 
which are left multiply into millions before the next day. 
Use a syringe or an irrigating can; trickling solution into a 
wound is not sufficient. 

If you use peroxide of hydrogen in a wound, wash it out 
well afterward, to remove the débris. 

“Packing,” strictly speaking, is used for the prevention 
or control of hemorrhage. In discharging wounds, packing 
should not be packed, but put in loosely to facilitate drainage. 

In most cases a drain should go to the bottom of a wound. 
Grasp the end of it with a slender forcep, or put it over the 
-end of a probe, and insert it gently. Never use drainage 
gauze so large as to require pushing; it defeats its object. 
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When a wound is to be cauterized with silver nitrate, dry 
it first and touch only the parts necessary. 

When the skin around a wound is irritated by discharge, 
cover it with sterile vaseline. 

If a dressing becomes soaked through, with either blood or 
pus, promptly reinforce it, as there is an avenue for the 
entrance of infection. 

Report any change in the condition of a wound which you 
are dressing. Have a doctor see it at least once a week, pref- 
erably twice. 

The Carrel-Dakin method is perhaps the one most used 
for infected wounds.! 

Several rather small drainage-tubes, closed at the end 
and perforated at the sides with several holes, are inserted 
into or laid on the wound, their number and location de- 
pending on its size and shape. They are held in place with 
lightly packed gauze wet in Dakin’s solution (hyposulphite 
of soda). Over this is placed a thin dressing of gauze and a 
thick cotton pad. The tubes are connected in groups of two, 
three, four, or five to a bottle of solution, which is hung 
at the head of the bed. Every two hours, day and night, 
the solution in the bottle is turned on for an instant and 
allowed to flow over and through the wound, washing out 
any accumulation of discharge and flushing the wound with 
fresh antiseptic. 

In small wounds one or two tubes may be used, surrounded 
by dressings with the end left so that a syringeful of solu- 
tion may be introduced every few hours without disturbing 
the dressings. 

Sterile vaseline gauze is used at the edges of the wound 
to prevent irritation from the solution. 

Dakin’s solution should never be heated, as it is decomposed 
by a very low degree of heat and rendered inert. 

Use very large cotton pads around the wound and extra 
protection for the bed and the patient’s clothing. 

If a continuous instillation of Dakin’s solution is to be 
done, the arrangement is practically the same, except that 


1The technic given is that of Dr. Joseph A. Blake, of Paris and 
New York. 
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the shut-off on the tubing from the bottle of solution is 
replaced by a clamp and a Murphy drip bulb inserted, as 
in giving proctoclysis; the flow is regulated to a rate of 
5 or 6 drops per minute. 

Burns are always infected wounds. There are three chief 
methods of treatment: (a) They may be treated by the 


Fic. 134.—Carrel tubes and connection.—(From ‘‘Technic of the Carrel Method,” by I. 
Dumas and Anne Carrel, Translated by Adrian V. S. Lambert.) 


‘““open”’ method, left without a dressing, and protected from 
dust by a sterile sheet supported by a bed cradle. Or 
electric light bulbs may be hung on the bed cradle, and 
hot-air treatment given. Or the patient may be placed in 
a continuous warm bath. 
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(b) They may be dressed with picric acid solution, di- 
chloramine-T, sterile ointments, or antiseptic powders. Di- 
chloramine-T may be sprayed on, or applied with a swab, 
very gently. Picric acid solution is used as a wet dressing. 
Any ointment should be applied rather thickly, so as to 
prevent the dressing from sticking. 

Do not use gauze on burns, as it is i : 
harsh and causes great suffering. Use L i] 
surgical lint or soft old muslin, steril- 
ized. Bandage securely, but not tightly. EIN 

(c) Ambrine or some of the newer ie 1, 

paraffin preparations are also used for \ 
burns. They prevent the severe pain, wil 
the sloughing, and the scarring. The i 
dressings are done according to a special 

technic, which must be exactly carried 


Inches —_—_——- 


BY 
out in order to insure success.! The tl “ 
chief points are as follows: i E 

Carefully peel off yesterday’s dressing. A oS 
3 
n~ 
i 
i 


Fic. 185.—Carrel method of irrigating wounds with the Dakin fluid.—(Keen, Modified 
from Carrel and Dehelly.) 


Pour sterile water or weak permanganate solution gently 
over the surface of the burn to remove any discharge present. 

Dry the surface thoroughly by laying sterile gauze over it 
and by fanning for some minutes. Do not sponge. 


1The technic given is that of the inventor of ambrine, as used at 
St. Nicolas Hospital, Issy, Paris, France. 
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Cover the raw surface of the burn with ambrine or the 
paraffin mixture used as hot as the patient can bear it. 


Fig. 136.—Adhesive strapping.—(From 
Morrow, ‘‘Immediate Care of Injured.’’) 


(Test it by dropping on the 
inside surface of your arm.) 
Apply rapidly, using a spray 
or a large camel’s hair-brush. 
Cover it quickly with a thin 


film of cotton. 


Apply quickly a second 
coat of the ambrine or paraffin 
and cover with a thick layer 
of cotton, to retain the heat. 
Bandage lightly. Change in 
twenty-four hours. 

Adhesive strapping is used 
for support, and for wholly 
or partially immobilizing a 
part. Strips of adhesive 
plaster are used, an inch or 


more wide, placed so that they slightly overlap. Shave the 


part before applying. 


In helping a surgeon do strapping, let 


him decide the exact width to be used, and measure the length 


Fig. 137.—Splint applied to forearm.—(From Scudder, ‘‘Fractures.”’) 


required. Provide an alcohol lamp to warm the strips if nec- 


essary to make them adhere. 


Splints are stiff materials used to support a part or keep 
it in position. They are made of wood, leather, metal, etc. 
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An emergency splint may be made of almost anything 
which is stiff and firm. Wood splints are usually of thin 
basswood. “ws 

Splints should be well padded before being applied, so 
as not to cut into or make undue pressure on the flesh. Cover 
with non-absorbent cotton, bandage in place. 

In applying splints, bandage them firmly in place, but not 
tightly. Watch for any interference with the circulation, 
or for a pressure sore developing at the end or edge of a 
splint. 

After the removal of a splint, wash the part with soap and 
water, bathe with alcohol, and rub well, to stir the cir- 
culation. 

“Basket” or ‘‘trough”’ splints are used for the leg and foot; 
they may be of heavy wire netting, cut and bent to the 
proper shape. Pad with a thick layer of cotton batting, 
and lay the limb in, not bandaged. The cotton must be 
kept smooth and renewed as needed. 

Plaster casts are used for support and immobilization. 
They are made to fit the part exactly, and are more per- 
manent than splints. They are formed by the application 
of plaster bandages, which are made by rubbing fine plaster 
of Paris into crinoline roller bandages. It takes consider- 
able practice to make satisfactory plaster bandages. They 
should be kept in air-tight containers. 

Application of a Plaster Cast.— Needed: 


Razor, soap, and hot water, for shaving. 

Stockinet tubing of the required size. 

Sheet cotton or wadding made into roller bandages. 

Gauze bandages. 

Plaster bandages. 

A deep basin of warm water. 

A small amount of salt. 

A few ounces of granulated sugar. 

Talcum powder. 

A sheet for the protection of the bed. 

Newspapers to protect the floor. 

A gown for the doctor, unsterile. 

Hot-water bags. Sometimes sand-bags. 

Rubber gloves, unsterile. 

(The width of the bandages depends upon the part of the body 
to which they are to be applied. They are usually slightly 
wider than gauze bandages for the same part would be.) 


20 
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Procedure-—Shave the part to which the cast is to be 
applied. Wash, dry thoroughly, and powder well. 

Cover it with stockinet tubing. This is smooth and ab- 
sorbent. If not available, use a clean white stocking for the 
arm or leg, or a cheap knitted undervest for a body cast. 

Protect the bed and the floor. Give the surgeon gown 
and gloves. Hand him bandages as needed. 

Strips of sheet wadding are applied over the stockinet, 
and plaster bandages over this, put on much as other roller 
bandages are. 

Wet the plaster bandages, one at a time, by setting ets 
on end in the deep basin of water; be sure the water covers 
them; do not lay them on the side. When air bubbles cease 
coming from them, lift, squeeze gently, and hand to the 
surgeon. 

Soak another while he is applying the first. Do not wet 
more than are to be used, as they are expensive.! 

Some dry plaster may be needed to form a smooth coat- 
ing on the outside.. Salt is sometimes added to the water 
to make the plaster ‘‘set’’ more quickly. 

The end of the stockinet is turned over the end of the cast, 
to make a smooth finish. The ends of fingers or toes are left 
exposed. 

If there is plaster on the sheet used to protect the bed, 
rinse it out promptly, before it sets. Granulated sugar will 
remove plaster from the hands. 

Do not put plaster into the drain pipes or hopper. Let it 
harden into a cake and place it in the waste can. 

After-care.-—Dry the cast by leaving it uncovered and 
applying hot-water bags, or put a bed cradle over it and 
dry with electric light. The drying takes a number of hours. © 

Mark the date of the cast on it with ink or pencil. 

Watch the parts beyond the cast for any interference with 
the circulation. Report at once if the fingers or toes are blue, 
or if the patient complains of the edge of the cast cutting. 

After a day or two the muscles begin to shrink, and the 
cast loosens slightly; also the patient becomes accustomed 
to it, so that he complains less of it. 

1 Twenty-five cents each. 
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Casts Must Be Kept Clean.—They are sometimes painted 
or varnished to make this easier. Great care must be taken 
that any discharge from a wound, urine, crumbs, etc., do 
not get underneath, and produce odors or irritation. 

(For the removal of plaster casts, see Chapter XI.) 


PROCEDURES INVOLVING THE CIRCULATORY SYSTEM 


Hypodermoclysis, the giving of fluid under the skin or in 
the loose areolar tissue, is done when it is desirable to intro- 
duce fluid into the system rapidly, and for one reason or 
another it cannot be given by mouth or rectum. It is used 
(1) in shock; (2) in dehydration from hemorrhage, diarrhea, 
etc.; (3) in sepsis, toxemia, or acidosis. 

The solutions thus given may be saline, glucose, or soda, 
though the latter is difficult to sterilize without decomposing it. 

The injection is made with a hollow needle connected 
with a reservoir of the desired solution. It is, in effect, a 
large-quantity hypodermic, in which gravity is the force 
used. It is done with sterile apparatus and solutions and 
good surgical technic. 

The site chosen for the injection is one where there is 
considerable loose tissue. It may be at the sides of the 
chest, just below the breasts in women, under the shoulder- 
blades, or occasionally elsewhere. In children the injection 
may be intraperitoneal, the point of entrance being just 
below the umbilicus. 

The amount given may be 500 to 1000 c.c. 

Needed: 


A tall irrigator stand. 

Shoulder blanket or sheet. 

Four sterile towels. 

Gauze or cotton sponges. 

Jodine and alcohol. 

Collodion or adhesive. 

A graduated glass reservoir and tubing, all sterile. 

At least a quart of the prescribed solution at a temperature of 120° F. 
One or two needles of proper gauge and length.} 

A thermometer for testing the temperature of the solution. 

A basin of antiseptic solution. 

A basin for waste. 

Sometimes a hypodermic of 1 or 2 per cent. novocaine. 

The procedure is usually done by a doctor, the nurse assisting. 


! The size differs with the size of the patient. ° 
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Procedure.—Feel patient’s pulse and note its quality. 

Find out where the injection is to be given. Put 
the patient into a comfortable position and adjust the 
nightgown. 


Fia. 138.—Hypodermoclysis. 


Wash your hands. Fill the reservoir with the required 
solution, leaving the thermometer in it. Let the end of 
the tubing rest in a basin of solution or on a sterile towel. 

Verify the temperature of the solution. Cover the con- 
tainer with a sterile towel, 
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Cleanse the skin at the point chosen for the injection. 
Iodine and alcohol is usually used. Spread sterile towels 
around the area and fasten them in place. 

Wash your hands or scrub them in a basin of antiseptic. 


Fig. 139.—Intraperitoneal injection.—(From McCombs’ ‘Diseases of Children for 
Nurses.’’) 


Connect the needle to the tubing, touching only the socket. 
Allow the solution to run till air and cold water are expelled. 
Shut off. 

The needle is inserted quickly but carefully, like a hypo- 
dermic; it hurts less if done quickly. In some hospitals 
and with some patients the skin is anesthetized at the point 
of injection with a hypodermic of novocaine. 
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Open the shut-off and allow the fluid to run. The reser- 
voir should be hung high. 

Watch the scale on the reservoir to see that the solution 
is running, and be ready to tell your doctor exactly how 
much has been given. | 

If the solution in the reservoir cools, add hot, noting 
carefully the amount. 

When the required amount has been given, shut off the 
flow and withdraw the needle. 

Using a sterile sponge, press for a moment over the point 
of insertion. Seal with a wisp of cotton and collodion, or 
a dry sponge fastened with adhesive. 

Gentle massage of the area of injection while the fluid is 
running assists in its absorption. 

Sometimes two needles are used simultaneously. They 
are connected to the irrigator by a Y tube. 

Where a large quantity of fluid is given, two injections 
may be necessary. Prepare a new area of skin and provide 
a fresh needle. 

If there is slow absorption and discomfort, apply a fomen- 
tation over the area swollen by the injected fluid. 

At the close of the treatment note the quality of the 
patient’s pulse. 

In babies, when the solution is given intraperitoneally, 
watch for unfavorable symptoms followimg, and report 
promptly. 

Intravenous infusion is the giving of fluid directly into 
a vein. The solutions used are the same as those employed 
in hypodermoclysis, also Lock’s solution,! Ringer-Lock 
solution,? Dawson’s solution,® and others. In severe shock 
adrenalin and saline may be given. Saline which is given 
intravenously should be very carefully made up; it should 
contain exactly 0.9 per cent. sodium chloride. 

The vein chosen for the introduction of the solution is 
usually one at the bend of the elbow, the median cephalic 


1 Composed of sodium chloride, potassium chloride, calcium chloride, 
sodium bicarbonate, and dextrose. 

2 Lock’s solution minus the dextrose. 

3 Sodium chloride and sodium bicarbonate. 
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or median basilic. If it is deeply embedded, it may be neces- 
sary to cut through the skin or dissect the superficial tissues 
away from it, but ordinarily a skilful person can insert the 
needle without great difficulty if the vein is distended. 
With babies, one of the jugular veins may be used, or the 
longitudinal sinus of the brain, reached through the anterior 
fontanelle. 

The needle used is shorter than for hypodermoclysis, and 
must have a stilet which fits snugly. 

Needed: 


The articles used in hypodermoclysis and, in addition, 
A dressing rubber (small sheet). 

Two sterile towels. 

A good light. 

A tourniquet of rubber tubing 2 feet long. 


If the vein must be cut down on, add: 


A pair of tissue forceps. 

Sharp scissors. 

Scalpel. 

Skin needles and silk sutures. 
Two artery clamps. 

An aneurysm needle. 

A probe. 

A needle-holder. 

A hypodermic of novocaine, 2 per cent. 
Small gauze sponges. 

Sterile gown and rubber gloves. 
Gauze bandage. 


Procedure.—Place the patient in a comfortable position, 
with the arm which is to be used resting on a bedside table, 
the rubber sheet underneath it, covered by a towel, not 
necessarily sterile. 

Put the tourniquet around the arm, half-way to the 
shoulder. 

Adjust the light. 

Cleanse the inside of the elbow, using iodine and alcohol 
if directed. Wash off all the iodine with alcohol, as it may 
obscure the vein. 

Surround the field with sterile towels. Proceed as in 
hypodermoclysis. If it becomes necessary to make a skin 
incision, it is better to have two nurses assisting, one with 
sterile hands. 
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Intravenous Medication.—Certain drugs are given intra- | 
venously, notably arsphenamine (also called salvarsan, or 
606) and neo-arsphenamine. The procedure is similar to 
intravenous infusion. — 

There will be needed in addition to the usual equipment: 


A sterile glass graduate. 

Hot, freshly distilled water in a sterile flask. 

Hot sterile saline made from chemically pure sodium chloride. 
A sterile glass rod for stirring. 

A file for opening the ampule of salvarsan. 

Alcohol for disinfecting instruments. 


Patients taking routine treatment for syphilis should have 
light diet before the injection, to avoid gastric ype 
following 26, 

The giving of arsphenamine may be followed by a mild 
or severe reaction, dizziness, headache, nausea, fever, chills, 
collapse. Patients should be told that these things are likely 
to occur; they should be promptly reported. Sometimes 
also a rash may develop, which should be shown to the doctor. 

Venesection, or phlebotomy, is the opening of a vein for 
the withdrawal of blood. It was in past generations a com- 
mon treatment, but is now rarely employed. It is done in 
some cases of eclampsia (the toxemia of pregnancy), or 
in pneumonia when the blood has become loaded with COs, 
in high blood-pressure, in acute dilatation of the heart, etc. 
In each case, the blood removed is replaced by saline. © 

The procedure is the same as in intravenous infusion. A 
sterile glass graduate will be needed to catch and measure 
the blood withdrawn. 

Venipuncture.—When blood is withdrawn from a vein 
for the Wassermann test, or for a blood-sugar test, veni- 
puncture is done, a syringe and needle being used. 

The procedure is a reversal of intravenous infusion. 
Strict surgical asepsis must be maintained. 

Transfusion is the transferring of blood from one person 
to another. 

It is done: (1) Following hemorrhage; (2) in severe tox- 
emia; (3) in hemophilia (tendency to excessive bleeding); 
(4) in certain forms of anemia; (5) in shock and other con- 
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ditions. With children it is also done in hemorrhage of the 
newborn, in purpura, marasmus, etc. 

In adults the quantity given is usually 1000 c.c. 

In order to render the procedure safe, tests must be made 
to discover whether or not the blood of the donor and the 
recipient “match,” that is, are compatible. Otherwise, 
clotting in the veins may occur, with consequent embolism; 
or hemolysis may take place—the destruction of red cor- 
puscles. The transmission of malaria or syphilis is also 
to be guarded against. 

There are four general groups or types of blood. The 
blood of donor and recipient are usually first compared 
with a standard serum, and if found belonging to the same 
type are considered to “match.” Many doctors, however, 
insist upon a further comparison of the two bloods which — 
are to be mixed by the transfusion. A very small amount 
of blood from the patient is all that is needed to make this 
“grouping” test. 

The patient’s red cell count is made and his hemoglobin 
percentage found. He should have light diet before the 
transfusion. _ 

Methods—There are three methods of doing transfusion: 

1. In the direct (Unger) method, an artery of the donor is 
connected with a vein of the recipient by a short tube, 
through which the blood flows. There is danger of clotting 
in the tube, and it is not possible to know just how much 
blood is being given; it is a lengthy process and trying to 
both patient and donor. 

2. In the Lindeman method, several piston syringes are 
used. A needle which fits the syringe is inserted into the 
vein of the donor and another into the vein of the recipient. 
Blood is withdrawn from the donor and the syringe quickly 
passed for injection into the recipient, while another is 
being filled from the donor. When a syringe is emptied of 
blood, it must be washed out with saline before being 
used again. This method takes skill, speed, and plenty of 
help. 


1 For details of the theory and of the methods of transfusing, the 
student is referred to Harmer, Maxwell-Pope, and McCrae. 
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3. In the “‘citrate’’ method, blood is withdrawn from the 
donor and mixed with 3 per cent. sodium citrate solution, 
one part to six or seven of blood; this prevents coagulation, 
so that the blood can be used at convenience. It is warmed 
by placing the container in warm water, and given as intra- 
venous saline is. 

In using any of these methods, the nurse must have every 
article at hand which is likely to be needed, and there must 
be enough help, since rigid asepsis must be maintained. 
The first two methods are usually done in the operating 
room, but the ‘‘citrate’’ method may be used in the ward. 
The preparation for it is the same as for intravenous in- 
fusion. 

After any transfusion there is likely to be a reaction on 
the part of the patient. It may vary from slight chilliness 
and nausea to severe chills, fever, and prostration or collapse. 
This reaction can be lessened in some degree by caring for 
the patient as an ether case, keeping him warm, quiet, and 
on light diet. The red blood-count and hemoglobin test are 
made daily. : 

The donor should lie down for some time after the giving 
of blood, and should be off duty for the remainder of the 
day or longer. He may need a stimulant. 

Blood may also be given intramuscularly or intraperito- 
neally. These methods are more commonly used with chil- 
dren, and smaller amounts given. The blood need not be 
typed or grouped. For an intramuscular injection the thigh 
or buttock is used. 


ASPIRATION AND PARACENTESIS 


Aspiration is the withdrawal of fluid from a body cavity 
by means of suction. 

Paracentesis is the puncture of the wall of a body cavity 
for the removal of fluid. 

Aspiration of the chest or pleural cavity is also called 
thoracentesis, since the fluid may pour out or be drawn out, 
or both. It may be done with a hollow needle attached to 
a syringe, or by means of an aspirating bottle, arranged to 
produce suction. 
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It may be done: (1) in order to discover whether or not 
there is fluid or pus in the cavity (exploratory); or (2) to 
remove fluid known to be present. If thick pus is found, it 
is usually necessary to operate, 27. e., make an opening 
sufficiently large to insert a drainage-tube; it may be neces- 
sary to resect a rib. 

The dangers attending the procedure are shock, faint- 
ing, puncture of the lung (if the patient coughs during the 
process), or, rarely, hemorrhage. One should be prepared 
to treat any of these should they occur. 

Needed: 


A shoulder blanket. 

A dressing rubber. 

Three or four sterile towels. 

Sterile sponges. 

Todine and alcohol for skin disinfection. 

Two or three sterile test-tubes with blank labels. 
A 30 ¢.c. syringe or an aspirating outfit. 

Two needles, long and short, or of different sizes. 
Slender artery clamp. 

Basin for waste. 

Adhesive or collodion. 


Usually a tube of ethyl chloride, or a hypodermic syringe 
loaded with novocaine, is wanted to produce local anes- 
thesia. Find out what is wanted. A stimulant may be 
needed. 

There must be some means of supporting the patient in 
an upright position. The puncture is usually made at the 
back of the chest. He may lean on a firm, adjustable bed- 
side table padded with a pillow, or a nurse may support 
him. Some doctors prefer a position partially lying down. 
Find out which position is desired. 

Procedure.—Get the patient into the required position, 
arrange him comfortably and wrap him warmly, leaving the 
back exposed. The back is bent to increase the size of the 
intercostal spaces. 

Arrange the equipment where it can easily be reached. 

Serub a generous area around the site selected for the 
puncture, which is usually just below the point of the scap- 
ula between the seventh, eighth, and ninth ribs. Surround the 
area with sterile towels pinned in place. 
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If cocaine or novocaine is used, it is next injected. Or 
the skin is anesthetized with a spray of ethyl chloride. 

The needle is inserted at right angles to the chest wall. 

Have ready a sterile test-tube to receive the fluid from 
the syringe, or the doctor may disconnect the needle and 
allow the fluid to flow directly into the test-tube. If two 
tubes are used, label them 1 and 2. Or have the aspiration 


Fie. 140.—Preparation for chest aspiration. 


bottle or apparatus sterilized and ready to connect with 
the needle; assist the doctor in operating it. 

After the needle is withdrawn the puncture is cleansed 
and sealed with collodion or dressed with a sponge held by 
adhesive. . 

The patient should lie down after the procedure, and 
should be watched for any untoward symptoms. If they 
occur, report promptly. 
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Fig. 142,—Aspiration of the pericardium.—(From Eisendrath, ‘Surgical Diagnosis.”’) 
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Aspiration of the pericardium is done in a manner similar 
to the above. The patient lies propped as the doctor directs, 
on a back rest or firm pillows, with the front of the chest 
exposed. The needle is inserted at the left of the sternum, 
in the fourth or fifth interspace. 

The preparation and equipment is the same as for aspira- 
tion of the chest. A stimulant is made ready for instant use. 

The patient must be kept very quiet during and after the 
procedure. Since he can watch it, the nurse must do all 
that she can to make him feel that it is not dangerous or 
unusual. He should not cough, breathe unevenly, nor move 
while it is being done. Any change in color, rate, or quality 
of pulse while the aspiration is going on should be noted and 
the doctor’s attention drawn to it at once. 

Abdominal paracentesis is done to remove fluid from the 
peritoneal cavity. It may be for diagnostic purposes or to re- 
lieve pressure. Often an enormous quantity of fluid is found. 

The puncture or incision is usually made in the center 
line of the abdomen (the linea alba), 1 or 2 inches below the 
umbilicus. | 

Needed: 


A shoulder blanket or dressing gown. 

Warm, long stockings and slippers. 

A rubber sheet or draw sheet. 

A large pail or foot-tub. 

A large bottle, if a specimen is to be collected, with blank label. 
An abdominal binder. 

A scalpel. 

A trocar and cannula, with rubber tubing to fit the cannula. 
Four or five sterile towels. 

Sterile sponges. 

A basin of solution. 

A basin for waste. 

Iodine and alcohol. 

Adhesive or collodion. 

Ethyl chloride or a hypodermic of novocaine. 


Procedure.—Have the patient urinate, or catheterize, as 
the bladder must be empty. Prop him into a sitting posi- 
tion on the side of the bed, his feet supported on two stools 
or chairs, firm pillows behind his back. Or have him seated 
in a comfortable chair. See that he is warmly clad. Re- 
assure him. Provide a straight chair or stool for the doctor. 
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Arrange the nightgown so as to expose the abdomen. 
Prepare a generous area of skin. Be sure that the umbilicus 
is clean. Surround the field with sterile towels, pinning 
them in place. 

Arrange the equipment so that it can be easily reached. 
Place the pail or foot-tub on the floor in front of the patient. 


Fic. 143.—Patient prepared for abdominal paracentesis. 


The skin is anesthetized and a small incision is made with 
the scalpel. Through this the trocar and cannula are intro- 
duced. 

Have a test-tube or the large specimen bottle ready to 
catch the first fluid, if desired. 

When all the fluid is withdrawn, the wound is dressed 
with a sterile sponge held with adhesive. If there is any 
oozing of fluid, apply a large pad. Put ona tight abdominal 
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binder at once and keep it snug. This prevents disturbance 
of the abdominal circulation, which may cause fainting or 
may be serious. 

Watch the color and the pulse for some hours. 

Measure the fluid withdrawn and record the amount. 
Send a specimen to the laboratory if desired. 


Fie. 144.—Child in position for lumbar puncture.—(From McCombs’ ‘Diseases of 
Children for Nurses.’’) 


Lumbar puncture is done for the withdrawal of fluid 
from the spinal canal either (1) for diagnostic purposes, or 
(2) to relieve pressure on brain or spinal cord. It may also 
be done for the purpose of introducing drugs, as in spinal 
anesthesia or when serum is introduced for the treatment 
of meningitis or tetanus. 
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The puncture is made with a hollow needle inserted be- 
tween the fourth and fifth lumbar vertebre. This location 
is chosen because (1) it is easier to insert the needle; (2) 
the spinal fluid and bacteria settle to the bottom of the 
spinal canal, and (8) the spinal cord ends at about this 
point and so is not likely to be injured. 

The equipment needed is the same as that for aspiration 
of the chest, except that a special needle is used. Have two 
lumbar puncture needles sterilized, in case one cannot be 
used. | 
_ Some doctors prefer to have the patient seated, some lying 
down. If he is seated, have him bend his back and clasp his 
hands about his knees. If he is to lie down, have the back 
near the edge of the bed, the head approaching the knees, 
so as to curve the back and separate the vertebrae. With 
children, hold them with one arm around the back of the 
neck, the other behind the knees. Be sure the patient is 
warmly covered. 

The procedure is carried out very much as is aspiration 
of the chest. A skin anesthetic may or may not be used. 

Watch the patient carefully both during and after the 
puncture, and report at once any unfavorable symptom. 

In meningitis cases be very careful not to let any of the 
spinal fluid fall upon your hands, as it may be swarming 
with virulent bacteria. 

When lumbar puncture is done for the purpose of in- 
troducing serum (antimeningococcic or antitetanic), provide 
a syringe for the serum and a container of water at a tem- 
perature of 105° F. in which the serum may be placed to 
warm it. 

Cistern puncture is the insertion of a hollow needle into 
the cisterna magna, which lies at the base of the skull. 
The puncture is made between the atlas and the axis. 
The back of the neck should be shaved. 

Always keep the patient lying down for a few hours after 
a spinal puncture. Note and report fainting, twitching, 
headache, or change in pulse or respiration. 
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CHAPTER XX 
CARE IN SPECIAL SURGICAL CASES 


THE general principles of care following an anesthetic or 
operation have been given in Chapter X. Each operation 
has its special points which need to be guarded. The nurse 
must know what to look for; this knowledge can be acquired 
both by experience and by study. 

One should be familiar with the root meanings of some of 
the technical terms used in surgery: 


Cholecysto- pertaining to the gall-bladder. 
Cysto- pertaining to the urinary bladder. 
Entero- pertaining to the intestines. 
Gastro- pertaining to the stomach. 
Hystero- pertaining to the uterus. 
aaa pertaining to the ovaries. 
Salpingo- pertaining to the fallopian tubes. 
Amputation, removal of a part. 

-ectomy, excision, cutting out. 

-otomy, incision into. 

-ostomy, making an opening into. 

-rraphy, sewlng up, suturing. 


Plastic operation, one involving the skin and the tissues 
immediately underneath. 


Abdominal operations have been discussed in a general 
way. Shock and hemorrhage are emergencies which have 
to be promptly met. The various discomforts of thirst, 
restlessness, and pain must be relieved. Acidosis must 
be prevented. Distention, which produces pain and may 
lead to a fatal intestinal paralysis, must be prevented or 
minimized. 

Later the possibility of a “catgut infection’? deep in the 
wound, with rise of temperature, and tenderness; or of a 
hernia (a break or pulling apart in the muscles of the ab- 
dominal wall) should be remembered. The danger of hernia 
is much greater after the end of the second week than before 
that time. Some surgeons prescribe an abdominal belt to 
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be worn for six months to one year, especially if the patient 
is heavy or has relaxed abdominal walls. Adhesions are 
common following abdominal operation. They may often 
be prevented by having the patient turn from side to side 
and move about in bed. 

Adenoidectomy means the removal of excessive adenoid 
tissue from the posterior nares (back of the nose). It is 
done by scraping, and though the blood-vessels involved 
are small, there may be enough oozing from the raw surface 
to constitute hemorrhage. Watch pulse and color and re- 
member that the pulse does not become poor in quality 
until after the blood is lost. An increasing pulse rate is a 
suspicious symptom. It may be necessary to pack the nose, 
in which case strips of sterile gauze packing, a nasal specu- 
lum, knee forceps, and probably adrenalin will be needed. 

An appendectomy is the removal of the appendix vermi- 
formis. The operations may be classed as those (a) without 
drainage; (b) with drainage. 

In uncomplicated cases without drainage, where few ad- 
hesions were found, and a very small incision was made, or 
the “gridiron” incision used (the abdominal muscle being 
split, not cut), there is practically no danger of hernia, and 
the patient is sometimes allowed out of bed as early as the 
third or fourth day, or may even leave the hospital at the 
end of a week. If there were many adhesions and a longer 
incision was necessary, the case follows the course of an 
ordinary abdominal operation. 

Appendicitis cases which are drained are usually propped 
in the Fowler position from the first or gotten out of bed 
very early, but are not allowed on their feet. They remain 
in the hospital for some weeks or until the discharge ceases. 
The temperature should be carefully watched. A sudden 
cessation of drainage, or any abdominal tenderness, should 
be promptly reported. 

Amputation of Extremity.—After amputation of hand, 
foot, arm, or leg the nurse should at first watch for hemor- 
rhage, and later for symptoms of infection. Where a large 
portion of the body has been removed, considerable shock 
is experienced. 
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The pain is apt to be troublesome. The sensations 
which the patient refers to the part which has been removed 
are very annoying; they are due to the irritation of the cut 
ends of the nerves which formerly supplied those parts and 
which when pressed against in the wound give the same 
sensation as if the part were still there. This trouble may 
persist for a long time, and little can be done to relieve it. 
There is often considerable pain from a tight bandage. 
It may be loosened slightly or reported to the supervisor. 

Breast Amputation.—These cases may be allowed to move 
about in bed as much as they can with comfort. They sit 
up early and are allowed out of bed as soon as they feel strong 
enough. This is done partly to prevent possibility of 
pneumonia. They should not be permitted to use the hand 
on the affected side until the doctor has been consulted. 
He usually urges early use of the shoulder-joint to prevent 
its becoming stiffened; the patient should be encouraged 
in every way to do this. 

Drainage is usually put in; if the discharge soaks through 
the dressings at the back, reinforce them. 

Bladder Operations.—These require deft handling and 
skilled nursing. ‘The tissues are very sensitive and any but 
the gentlest touch produces acute suffering. If there is a 
catheter left in place for drainage, it should be watched 
and any stoppage at once reported. 

Burns.—Cases of burn have a great deal of pain. The 
nurse may help to alleviate it by supporting the bedclothes 
so that their weight does not come on the injured surface; 
by relieving pressure against the bed by pads, rings, pillows, 
etc., around the injury; by changing the patient’s position 
whenever possible. : 

The pain of burns may be so severe as to require morphin 
to relieve it. After the first few days the nurse should watch 
the matter carefully and try to judge whether the drug 
is still required or whether the patient 1s becoming addicted 
to it. 

The bed should be well protected in burn cases, for the. 
dressings used are often moist or oily and soil everything 
with which they come in contact. If the dressings become 
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foul smelling at any time, the doctor’s attention should be 
called to them. 

Curettage, or curetment, is the scraping off of the mucous 
membrane which lines the uterus. It is preceded by dilata- 
tion of the cervix, which of itself often establishes drainage 
and relieves dysmenorrhea, etc. The preparation consists 
of an enema, a vaginal douche, and a local preparation. 
For the latter, the pubic hair may be shaved or merely 
clipped short (get definite orders in this regard); the genitals 
are scrubbed with green soap and a disinfectant, using gauze 
or a very soft brush. A sterile vaginal pad is put on. 

The after-care is directed chiefly toward helping the patient 
to recover comfortably from the effects of the anesthetic. 
There is usually little or no pain. If any is complained of, 
try a hot-water bag on the abdomen before reporting it. 
Bleeding from the genitals to any amount should be reported. 
Fluid food is given for the first twenty-four hours, soft 
diet the second day, and a full tray served after the third 
day, providing, of course, that the patient is not distressed 
from the anesthetic. The patient is usually allowed to 
be up at the end of a week. 

Gall-bladder operations may be: cholecystotomy, incision 
into the gall-bladder and drainage; or cholecystectomy, re- 
moval of the gall-bladder.! 

The preparation is that for abdominal operations. Fol- 
lowing the operation there may be shock, hemorrhage 
(especially in patients who are badly jaundiced), pneu- 
monia, paralysis of the stomach. Appropriate treatment is 
instituted. The patient is usually kept in the Fowler 
position. 

If there is drainage, the drainage-tube is connected with 
a bottle, which may be tucked into the folds of the dressing, 
or hung from the bed rail. Watch carefully to see that the 
drainage is continuous, that it is not obstructed by a kink 
in the tube or pressure on it from any cause. If mucus 
drains out instead of bile, report it. 


1 Cholecystotomy means incision for the removal of gall-stones; chole- 
docholithotomy, incision of the common bile-duct for the removal of 
stones; cholecystostomy, the formation of a drainage fistula. 
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Note and record the color of the bowel movements, as if 
they are clay colored there is probably still some obstruction. 

If the drainage oozes from around the tube, the skin 
will become irritated; it must be protected with vaseline or 
an ointment, which may need renewing at intervals. Some- 
times the wound is left without a dressing, in which case 
a bed cradle covered with a sterile sheet must be used. 

Give diet exactly as ordered. 

Cases where there is no drainage have the routine care 
of abdominal cases. The color of the skin and the feces 
should be recorded. 


Stomach 


Gasttoenterostomy 
opening’ 


--c>-- 


Fig. 145.—Diagram showing gastro-enterostomy.—(From Woolf, “Surgery for Nurses.’’) 


Gastric operations are usually done because of ulcer or 
cancer. The trouble is commonly situated at or near the 
pylorus. Congenital pyloric stenosis! (narrowing of the 
pyloric opening) is also operated if treatment by diet has 
failed to relieve. 

The operations commonly done for ulcer or cancer are: 
gastro-enterostomy, the formation of a permanent artificial 
opening between stomach and intestine (this may be done 

1 Pylorospasm is spasmodic contraction of the pylorus. In persons 


with thin abdominal walls it may be seen as a wave and felt with 
the hand. 
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in either ulcer or cancer, to give the food a “short cut’? and 
thereby relieve irritation at the pylorus); gastrostomy, the 
formation of a permanent fistula or opening between the 
stomach and the outside of the abdominal wall (this is done 
when a growth or stricture of the esophagus prevents food 
being swallowed); pylorectomy, the excision of the pylorus, 
usually for cancer, a new connection between stomach and 
intestine being established. 

Gastric operations are rarely emergencies. The prepara- 
tion consists of rest in bed and diet given exactly as ordered 
—usually unirritating and easily digested foods. Lavage, 
‘proctoclysis, rectal feeding, etc., may be used. 

After the operation the patient is usually kept flat and 
very careful liquid diet given, gradually increased to soft 
and solid. Symptoms are treated as they arise. Abdominal 
distention must be prevented if possible. 

In all these cases the nurse should remember that there 
is a fresh wound in the stomach or intestine, or both. Water 
must be given only as ordered. Thirst may be relieved by 
sponging out the mouth. The diet schedule must be exactly 
carried out. : 

In gastrostomy cases, the patient is fed through a tube 
in the opening made in the abdominal wall. Milk, eggs, 
broth, etc., are used, later chopped beef, etc.; water also. 
The feedings are done every two to four hours by means 
of a funnel connected with the tube. Be very careful not 
to let the tube slip in or out. Screen the patient’s bed during 
the procedure. The tube is kept clamped between feedings 
to avoid leakage. It is surrounded with a sterile dressing. © 
(In some cases the tube is left out between feedings.) 

If there is any opening at all through the esophagus, 
the patient is allowed to take water and small quantities 
of food by mouth. 

The operation for pyloric stenosis consists In making an 
incision through the abdominal wall and releasing by careful 
cutting the muscle-fibers surrounding the pylorus. The 
patient, usually a young baby, is kept propped in a sitting 
position and is fed breast milk or a formula, at first with a 
medicine-dropper, later with a bottle. It may return to 
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nursing within a week or ten days. Watch for hemorrhage 
from the wound and report at once any vomiting, especially 
if it is “‘projectile”’ in character. 

Herniotomy is the repair of a break in the abdominal 
muscle wall. The patient should not be allowed to make 
much effort in turning or attempting to sit up. These 
patients are usually kept in bed longer than the ordinary 
abdominal case, usually two weeks, as it is important. 
that the muscle become well healed and solid before any 
strain or weight is put upon it. This should be explained 
to the patient, since he ordinarily feels well and chafes at 
being kept in bed. Children are usually restrained by 
means of a Bradford frame (see page 340). Men patients 
should have the scrotum supported. Pneumonia may 
occur. . 

Hysterectomy is the removal of the uterus, usually for 
tumor. The tubes and ovaries may or may not be removed 
at the same time. It may be done (a) abdominally, or (6) 
vaginally. 

If the operation is abdominal, the patient requires the 
same care which is given after any abdominal operation. 

In vaginal hysterectomy there is nearly always drainage 
put in, and the discharge from it should be noted. It is 
common for a considerable quantity of pinkish peritoneal 
fluid to escape during the first few days. Any bleeding, 
rise of temperature, or foul odor to the discharge should 
be at once reported. | 

Intestinal operations may be resection or removal of a 
portion of intestine, done in case of an obstruction from one 
cause or another; colostomy, the making of a permanent 
opening into the colon (known as an artificial anus), done 
for carcinoma (cancer) of the rectum; removal of hemor- 
rhoids (piles) or polypi; incision into or excision of fissures 
and fistulae of the anus or rectum. 

When a portion of the intestines has been removed, the 
care is as usual for abdominal cases; feeding is much more 
careful, food being given which has little residue, because of 
the wound in the intestine itself. No cathartics are given. 
A rectal tube may be used for the relief of gas. A very 
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exact report must be rendered as to the result of enemata, 
especially whether or not gas was passed. 

The after-care of a colostomy is trying for both patient 
and nurse. Fecal matter is discharged through the arti- 
ficial opening on to the dressing, which must, therefore, be 
changed promptly whenever this occurs. When the wound 
has healed, a colostomy pouch is usually worn—a rubber 
bag, with a soft rim which fits snugly around the opening. 
The opening must be protected from irritation by the in- 
testinal juices or fecal matter. 

Peritonitis is a possibility. 
~ Removal of hemorrhoids causes severe and continued pain, 
but results in enormous relief. Opiates are administered 
by hypodermic or by suppository. Hot dressings or very 
cold compresses may help. Hemorrhage is possible and may 
be severe. It should be watched for and promptly reported. 
Packing, adrenalin, sterile vaseline, small sponges, forceps, 
a-rectal speculum, and a good light should be ready in case 
of need. 

Retention of urine is common and, if other measures fail, 
catheterization may have to be done. 

The patient must be kept very clean to avoid danger of 
infection. Irrigate off gently with an antiseptic solution, 
paying especial attention to its temperature. It should 
be 98° F. 

Liquid diet is ordered. It is not desirable for the bowels 
to move for four or five days. At that time a gentle laxative 
is given and an oil enema. Usually a tube is left in the 
rectum at the time of operation to permit the escape of 
gases; the enema is given through this and it usually comes 
away with the first bowel movement. The pain: caused 
by this first bowel movement usually subsides without an 
opiate. 

All rectal operations require great patience on the part 
of the nurse and patient, as the pain is out of proportion 
to the seriousness of the procedure. Use careful technic, 
even though there seems to be little use in it. 

Kidney operations may be: nephrectomy, removal of the 
kidney; nephrotomy, incision and drainage for abscess; 
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nephrolithotomy, incision for the removal of a stone; and 
fixation, for displacement. | 

Preparation usually includes forcing fluids, so as to have 
the kidney which is not to be operated in as good condition 
as possible. 

Because of the location of the incision (in the flank 
muscle) it is impossible not to cut and pinch nerves during 
the operation. Pain running down the hip and leg is com- 
mon; it is difficult for the patient to move in any direction 
without pain. 

There is danger of hemorrhage and shock; of acidosis, 
of uremia; of pneumonia (from lying in one position and 
from infection). Each is met by the treatments already 
outlined. 

All urine is measured for some time. A specimen is sent 
daily to the laboratory. Any unusual specimen is saved 
for inspection. Lessening of quantity of urine is grave and 
should be promptly reported. 

All elimination must be well maintained, the bowels 
kept free, the skin active, and the patient warm. Diuretics 
or urinary antiseptics may be given. 

Mastoid operations are always serious, but the patient 
usually recovers rapidly. The wound continues to drain 
for some weeks, however, and must be redressed daily. 
Very small instruments, very narrow packing, small dress- 
ings, and 13- or 2-inch bandages will be used. 

Pain occurring after the first day or a rise of temperature 
should be reported. 

Mouth operations are very trying. Not much preparation 
can be done. Cleanse the outside of the face and have 
the patient use a mouth-wash frequently. 

Hemorrhage is one of the postoperative dangers and the 
nurse should be on the alert for it. 

The diet is liquid and should be sterile. Gavage or rectal 
feeding may be done. 

The mouth must be kept clean. The patient may rinse 
it every two hours and additional cleansing may be needed; 
if the surfaces are to be swabbed, do it very gently, so as not 
to pull on any stitches which may be there. 
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In operations on the tongue, watch color and breathing, 
as there may be swelling with obstruction. 

Cleft-palate and harelip operations are usually done 
while the child is young, often during the first few weeks of 
life. Cleft-palate is a lack of union in the bone of the roof 
of the mouth, causing an opening between mouth and 
nose. Harelip is a cleft in the upper lip extending into the 
nose. It is commonly associated with cleft-palate. 

The preparation consists in an enema, the withdrawal 
of food for a few hours before operation, and sometimes the 
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cleansing of the mouth with an antiseptic. The entire face 
and neck should be thoroughly cleansed. 

There may be shock from bleeding. (Children usually 
bear anesthesia well and hemorrhage badly.) 

The dressing applied to the wound may be gauze, collo- 
dion, or other preparations.. The nurse is responsible for 
keeping this clean and renewing it or reporting it when 
necessary. 3 | 

Sterile food is given and is best fed from a medicine-drop- 
per or special long nipple, which conducts the milk to the 
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back of the throat. The dropper or nipple must be unques- 
tionably sterile and the nurse should scrub her hands before 
feeding. With older children, sterile Poin food is given, 
using a sterile glass. , 

With babies, give sterile water by dropper in place of a 
mouth-wash. Have older children rinse their mouths with 
an antiseptic after food. | 

Crying is to be avoided, as it pulls upon the stitches 
and may cause the operation to be a failure. It is avoided 
by making the baby comfortable, maintaining warmth, 
keeping dry, feeding on time, preventing colic, ete. 

Perineorrhaphy is a suturing or repair of the perineum 
(the body of muscle between the vagina and rectum) which 
has been torn in childbirth. 

These cases need the best of care to assure success. A 
careless or ignorant nurse may spoil the work of the best 
surgeon. The wound being so close to the rectum, there is 
very great danger of infection and consequent sloughing out 
of the stitches. 

Some surgeons insist that the patient be catheterized 
for some days or that she be required to lie on her face to 
urinate, so that the urine may not fall upon the stitches; 
retention of urine is quite common; if any urine should get 
on the stitches, thorough irrigation should be done, usually 
from a pitcher, and the stitches dried (by patting, not by 
wiping) with a bit of sterile cotton or gauze, held in a forcep. 
The solution used for irrigating should be tested as to tem- 
perature by pouring a little upon the back of the hand, 
as the parts are very sensitive and water which is too hot 
or too cold occasions great discomfort. 

The patient should be told not to strain for a bowel 
movement, as she may tear out or loosen the stitches. 
The anus should be carefully cleansed after a bowel 
movement (by sight, not by touch), and the sponging 
should be done toward the spine, never toward the 
vagina. 

Many surgeons tie the ends of the stitches together 
into a bunch, which should be kept wrapped in sterile 
gauze or cotton to prevent rubbing. If any ends are left, 
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put a bit of sterile cotton underneath them to keep them 
from pressing into the flesh. 

Patients who have had a perineorrhaphy done often 
complain a great deal of the cut and pull of the stitches. 
Compresses wrung out of hot salt solution and laid over 
them may relieve. Both compresses and solution must be 
sterile. 

Catheterization or douching must be done with great care. 

Plastic operations, for the correction or prevention of 
disfigurements, are various. Each has its own special 
points, which the surgeon will usually be glad to explain. 
The best rule in regard to them is to do nothing unless 
directed. The dressings are usually done by a doctor. 

Plastic operations on the face heal quickly, as a rule; 
care should be taken that the patient does not get his fingers 
under the bandages and infect the wounds. 

Prostatectomy is the excision of the prostate gland. 
These are difficult cases to care for, because (1) the patients 
are usually old; (2) often there is drainage put in and it is 
hard to keep the bed dry and prevent bed-sores; (3) the wound 
being near the rectum can easily become infected; (4) 
there is much pain and the patient is restless and may be 
delirious. 

Note and record the amount and character of urine drained 
into the bottle. Estimate the amount lost on the dressings. 
Change the dressings frequently, using careful technic. 

Operations on the skull are always serious. Decompres- 
sion (removal of a portion of bone which is pressing in- 
ward) may be done following an accident to relieve direct 
pressure on the brain or to remove blood-clots which are 
pressing. Removal of brain tumor or drainage of brain 
abscesses may be necessary. 

After trephining or other skull operations the patient 
should be kept quiet, physically and mentally. Visitors 
should not be allowed, and if the family comes in, they 
should not talk to the patient. Any mental disturbance 
or any rise of temperature should be reported. 

Thoracotomy is an incision into the chest—usually into 
the pleural cavity, and usually for the purpose of drainage. 
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It is done in empyema (pus in the pleural cavity, an infec- 
tion, often following grippe or pneumonia). In adults a 
small portion of one rib is usually removed, to admit a 
drainage-tube; in children, the tube may be inserted be- 
tween the ribs. 

_ There are two modes of after-care, the open and closed. 
In the open method, the drainage-tube is cared for as in 
any ordinary wound. Irrigation is done with a piston or 
bulb syringe (ask which your surgeon prefers) every four 
hours. Carefully observe and record the return. Keep 
plenty of dressing below the tube, to catch the drainage. 

In the closed method, it is important that the tube fit 
the wound and be kept closed with an artery clamp, so that 
no air enters the pleural cavity. Irrigations are done, the 
tube being clamped between each syringeful of solution. 

In both methods, if the irrigation fluid does not return 
freely, it must be withdrawn by the syringe. 

Sometimes no irrigation is done, but the accumulated 
pus is withdrawn at intervals, the tube being kept clamped 
between times. 

A young nurse should not be entrusted with the dressing 
or irigation of an empyema case, unless she has seen it 
done several times and has had it carefully explained. 

Thyroid cases are always serious matters. In the s¢mpler 
forms of goiter, non-toxic, the danger is chiefly that of 
hemorrhage or of shock from a prolonged operation. Both 
should be watched for and treated with the usual methods. 

In the toxic, exophthalmic cases, whether ligation is done 
or a thyroidectomy, the patient is usually sent to the hos- 
pital a few days in advance, is kept in bed and very quiet, as 
excitement and change is harmful. (This fact should be 
borne in mind throughout the patient’s stay in the hospital.) 

After the operation sand-bags may be placed on each 
side of the bed to prevent strain and preserve quiet. Or the 
patient may be propped on a back-rest. Ice-bags may be 
applied to the throat, the axilla, and over the heart. 

There is always a severe reaction; often high tempera- 
ture, very rapid pulse, restlessness, or even delirium. Dysp- 
nea indicates danger. Tetany may occur. 
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The acute symptoms come with the first forty-eight 
hours and the patient is in grave danger during this time. 
After that the symptoms begin to subside. | 

A high calorie diet is begun as early as possible, and 
fluids are forced, at least 120 ounces per day being required. 
Proctoclysis may be ordered. 

The blood-pressure is taken and the wound dressed daily. 

The patient is allowed up early, but must not be allowed 
to become fatigued. 

Tonsillectomy is usually a simple matter, but should 
not be treated lightly. There is always grave danger of 
hemorrhage, which may occur as late as a week after opera- 
tion. The symptom to be noted during recovery from the 
anesthetic is whether or not the patient swallows. Blood 
does not run down the esophagus without swallowing move- 
ments, and any swallowing above once a minute is suggest- 
ive of bleeding. Do not wait for other symptoms to appear 
before reporting it. 

In case of hemorrhage, a sponge soaked in adrenalin may 
be put into the tonsil cavity; an end of gauze leads from it 
and is fastened to the patient’s face with adhesive to prevent 
its being swallowed. 

An ice-collar usually adds to comfort and may prevent 
hemorrhage. 

Liquid and soft diet is usually allowed early. The patient 
should be encouraged to use the throat for talking and 
swallowing so that the muscles shall not become stiffened. 

Sprains and Dislocations.—A sprain is an injury to a 
joint accompanied by stretching or tearing of the liga- 
ments which hold the bones in place. It is usually more 
serious than is thought. It may be complicated by a frac- 
ture, or a fracture may be mistaken for a sprain. 

The treatment is elevation of the part, hot or cold ap- 
plications and adhesive plaster strapping, or sometimes a 
splint. 

A dislocation is the displacement of a bone at a joint. 
It is accompanied by the stretching or tearing of ligaments. 
It should be “‘reduced,”’ 7. e., put back into place, as promptly 
as possible. A small dislocation, as a finger or thumb, or 
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even the lower jaw may be reduced by almost anyone; 
but a dislocation of hip or shoulder must be handled by a | 
good surgeon. Time, however, is important, since swelling 
and inflammation soon supervene, making the reduction 
very difficult. 

To reduce a small dislocation, pull the part outward and 
the bone will usually slip back into place. For a dislocated 
jaw, protect the thumbs with a handkerchief or towel, face 
the patient, grasp the jaw firmly, with your thumbs inside 
the mouth near the back teeth, press downward and back- 
ward there and press the chin upward at the same time. 
The jaw usually snaps into place. 


I 
| 
! 
| 


Dislocations after reduction are usually supported with 

a splint until the injury is healed. If the joint becomes 
stiff, baking and massage are used. 

Fractures are classified as: (1) Simple, in whigh the bone 
is broken at one point, the surrounding tissues are not 
mueh injured, and the skin is not broken. These heal in 
four to six weeks. (2) Compound, when there is a break in 
the skin in addition to the broken bone. This means an 
opening for infection and, since the tissues are usually 
crushed, there is much débris and the bone itself often 
becomes infected. Such fractures may be months in healing. 

Fractures are also classified as comminuted, when the 
bone is broken into several fragments. It may be simple 
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Fie. 147.—Various forms of fracture. 
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or compound; impacted, when one end of a bone is driven 
into another; greenstick, when the bone is partly broken, 


bent, and split. This is common in 
children. 

Treatment of a sxmple fracture con- 
sists in holding the broken ends in 
exact position until nature completes 
the healing process. 

Treatment of a compound fracture 
is complicated by the fact that an 
open infected wound must be cared 
for, while the bone fragments are kept 
in anition: This is an extremely diffi- 
— cult task. 

Simple fractures are fastened in 
place with splints or plaster casts. 
Fractured ribs are held in place by 
wide straps of adhesive, applied so as 
to limit the motion of the injured 
side of the chest. 


Fig. 148.—Greenstick frac- 
ture.— (Stimson.) 


For a fracture of the femur it is sometimes the custom 


to use a Buck’s extension (Fig. 149), 


a weight attached to 


the leg, so that the pull keeps the bone ends from slipping 
out of position or overlapping. This weight is attached 


Se a. <n 4 | 

Ra ald ON v 

4 & / Y i ¥ N 

| i ad y WAY i 
i | \\ K\ sda 


Fig. 149.—Extension apparatus.—(From DaCosta’s ‘‘Modern Surgery.”’) 


to a pulley at the foot of the bed. Sand-bags are used to 


prevent sidewise movements. 


The nursing of these cases requires great skill. The 


patient must be kept clean and dry, 
22 


assisted to the com- 
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fortable use of bed-pan, urinal, etc., without pulling on 
the injured part or disarranging splints, extension ap- 
paratus, etc. If the hospital owns a good fracture bed, the 
work is made much easier, but even with this, great care is 
required that the injury shall not be disturbed or the 
patient suffer from a bed-sore. 

The patient must not be allowed to slip to the foot of 
the bed, as the extension thereby becomes useless; should 
this occur, call an intern or supervisor, but do not attempt 
to remedy it yourself. 

Two nurses are needed for changing the bed; and one 
should not attempt it alone. 

These patients often complain of pain in the heel. It 
is due to pressure on the bed and may be relieved by putting 
a small, firm pad under the ankle so as to lift the heel quite 
free. 

Sometimes a fracture of the femur is put into a plaster 
cast. Good nursing is required to keep the cast clean, as- 
sist in the use of the bed-pan, and turn or prop the patient 
for rest and comfort. 

With either of the above methods there is likelihood of 
the knees becoming stiff from disuse. 

The pain from a fracture, though not usually severe, 
is pretty continuous and, therefore, hard to bear. Being 
compelled to le in one position day after day is of itself 
productive of aching and discomfort. The pain does not 
in most cases need drugs to relieve it, but may be helped 
by slight changes in position. The nurse must be patient 
and try to get the exact adjustment which will give ease, 
even though it seems that she is doing the same thing 
over and over. A movement or a twist of less than 4+ 
inch will often make the difference between agony and 
comfort. 

Traction and suspension is a more modern treatment 
for fracture of the femur or humerus, whether simple or 
compound. The limb is suspended free of the bed; the 
patient can move about somewhat and is much more easily 
cared for. The bone fragments are kept in position by an 
extension apparatus, which exerts an even traction no 
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matter what the position. The apparatus is attached to a 
“Balkan” frame. 

With babies and small children a fractured femur is 
suspended vertically, so that the whole weight of the little 


ighted for extension, the 
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It is also weighted for support, so that dress- 
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Fia. 150.—Blake s 


weig 


ings can be done without disturbing. 


patient’s body helps keep the bone in place. Usually both 
legs are put up to avoid a deformity from tilting the pelvis. 
Children enjoy having their feet up and it is easy to care 
for them in this position. | 
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Suspended limbs must be kept wrapped with light, 
warm blankets. 

When the lower limb is suspended it is necessary to 
arrange the bedding in two sections, upper and lower, 


eo : 


Fig. 151.—Fracture of the femur in a child.—(From Scudder, ‘‘Fractures.’’) 


the parts coming together at the thighs; they are lapped 
slightly and pinned together. 
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Fig. 152.— Bradford frame.—(From Scudder, ‘‘Fractures.’’) 


Lifting-handles are often attached to the Balkan frame, 
so that the patient may pull himself up and readjust, thereby 
greatly increasing his comfort. 

Despite the fact that traction and suspension fracture 
cases can move about somewhat, there is considerable 
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danger of bed-sores, which the nurse must guard against. 
Attention is needed several times a day. 

The Bradford frame is an oblong frame, usually made of 
iron pipe, with canvas or heavy muslin laced or buckled 
on it in two sections. It must fit the patient, 7. e., be slightly 
wider and considerably longer than he is. He is fastened to 
it with a broad binder over the thighs and straps of webbing 
crossed diagonally over the shoulders. It is used chiefly 
for children, in spinal cases, or for restraint after abdominal 
operations, herniotomy, etc. It is also of value in incon- 
tinence, bed-sores, etc. 

The child is fastened to the frame securely but not tightly. 
The webbing straps should go high over the sternum, so © 
as not to constrict the chest. A binder across the abdomen 
is rarely needed or advisable if the thigh binder is kept in 
place. 

The frame is placed on a block at each end to raise it 
from the bed. A small bed-pan or basin under the hips, 
between the two sections of the covering, will keep the pa- 
tient dry in case of incontinence. The thigh binder must, 
of course, be removed for cleansing the genitals. 

The child is removed from the frame morning and night, 
the back rubbed thoroughly and powdered. Spinal cases 
may be removed once a day, but always in accordance with 
the doctor’s orders. Pads, etc., must be carefully readjusted. 


CHAPTER XXI 


CARE IN SPECIAL MEDICAL CASES 


Many hospitals have fewer medical than surgical patients, 
and because of lack of practice nurses sometimes find 
medical cases difficult. Since there are many atypical 
cases of disease, rendering diagnosis most difficult, the 
physician must depend upon the nurse for accurate observa- 
tion of symptoms. Her responsibility is, therefore, often 
greater than with a surgical case; and she has the added 
duty of keeping the patient and his friends encouraged, 
especially when the diagnosis is in doubt, or the illness 
long continued. 

Disease is defined as ‘a morbid condition due to dis- 
turbance or failure of physiological functions.” 

Infecttons—invasion of bacteria—are common causes of 
disease. These produce inflammation, characterized by 
heat, pain, redness, swelling, and loss of function. 

Organic diseases are those in which pathological changes 
have taken place in the structure or tissues of the body— — 
conditions which can be seen with the naked eye or by means 
of the microscope. 

Functional diseases are those in which there is no ap- 
parent change in the tissues, but their action is not normal. 

Pain or changes in temperature, pulse, and respiration are 
significant of disease. 

Care of medical cases includes securing rest and _ sleep, 
proper nourishment of the tissues, elimination of waste 
materials (by the four channels), and the maintenance of 
a degree of physical and mental comfort conducive to recovery. 

All care of diseased condition is directed toward removal 
of the cause of the trouble. When our knowledge is not 
sufficient to enable us to do this, we merely assist nature 
as much as possible, or in some cases ‘‘make the patient 
comfortable” until death releases him. 

342 
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The relief of pain has two aspects—removal of the suffer- 
ing and removal of its cause. It is sometimes necessary 
to relieve pain of unknown origin; but often it is necessary 
that the patient be allowed to suffer for a time because the 
giving of opiates may “mask the symptoms,”’ rendering 
diagnosis impossible and cure unlikely. 

Some of the diseases treated in hospitals are as follows: 

Anemia is (1) a lack of red-blood cells, (2) a lack of hem- 
oglobin, or (3) a lack of blood. It may be primary or sec- 
ondary; is characterized by pallor, lassitude, loss of strength, 
and poor functioning of almost all organs. The findings 

‘in a blood examination lead to the diagnosis. 

Primary or pernicious anemias are due to causes not well 
understood. They are associated with spleen and bone- 
marrow abnormalities. 

The treatment consists in rest, sunshine, and fresh air, 
sometimes hydrotherapy, massage, helio- or actinotherapy. 
Diet is an important factor; red meats, green vegetables, and 
nourishing, easily digested food is necessary; since the patient 
usually has little appetite and poor digestion, this consti- 
tutes a very real problem in the nursing. Tonics containing 
iron are usually given. Nervous symptoms are common 
and must be met by skilful management. Transfusion is 
often done and almost always produces temporary improve- 
ment. In some cases removal of the spleen has apparently 
arrested or cured the trouble. 

Secondary anemias are due to toxemias of various sorts; 
chronic troubles like tuberculosis, nephritis, or cancer; 
to hemorrhage, or from gastric ulcer, or hemorrhoids, to 

the presence of hookworm, etc. 

Their treatment involves removing the cause. The nurs- 
ing care is the same as in the primary anemias. 

Arteriosclerosis (hardening of the arteries) is normal 
in old age, but when occurring in youth, or when excessive, 
is considered pathological. It may be due to the presence 
of toxins in the blood; it may be the result of improper diet, 
unwise living, overwork, prolonged nerve strain, etc. It 
may be either the cause or the effect of high blood-pressure. 
It is characterized by general failure in health, susceptibility 
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to cold, muscle pain or cramp, quick fatigue, etc. It may 
result in aneurysm (local enlargement of an artery), neph- 
ritis (q. v.), gangrene of an extremity, heart troubles, or 
apoplexy. 

The nursing care sifetdide attention to diet and elimina- 
tion, the relief of pain and discomfort, prevention of be 
muntal and nerve strain. 

Apoplexy is cerebral hemorrhage, caused by injury or 
by rupture of blood-vessel in high blood-pressure and 
arteriosclerosis. It results in paralysis of a portion of the 
body, due to pressure exerted upon the brain by the blood- 
clot formed. It may occur in the newborn as the result 
of a forceps injury; following a head injury from any cause; 
or in persons who have arteriosclerosis. Its severity de- 
pends upon the amount of hemorrhage and consequent 
size of the blood-clot formed; its continuance upon the 
more or less complete absorption of the clot, or its removal 
by surgical means. The cases commonly seen in hospitals 
are those of permanent loss of power of a considerable 
portion of the body. There may be hemiplegia (paralysis 
of one-half of the body, right or left) or paraplegia (paralysis 
of the lower extremities, often including the rectum and 
bladder). 

The care of these cases is that accorded to any helpless 
patient: change of position, rubbing to ease any aching in 
the limbs, precautions against the development of bed-sores, 
especially if there is incontinence of urine or feces. The 
general poor condition of the patient makes bed-sores easily 
formed and almost impossible to heal. Little encourage- 
ment can be given, for unless improvement takes place 
during the first few weeks it is not likely to occur. 

Bronchitis.—This is an inflammation of the bronchial 
mucous membrane, and may be a chronic condition with 
acute attacks. It may be due to frequent colds, to con- 
tinued irritation of the bronchi from any cause, or to inter- 
ference with the bronchial circulation from various causes. 
It is accompanied by persistent cough, scanty or profuse 
expectoration, and there may be pain and fever. It is less 
serious than annoying. The bowels should be kept free 
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and the kidneys active, the patient protected from cold, 
but given fresh air. The diet is soft or liquid. Cough mix- 
tures are prescribed. Bronchitis may be a forerunner of 
pneumonia. 

Bronchial Asthma.—This is spasm of the walls of the 
smaller bronchial tubes, which produces difficulty in breath- 
ing. It comes in unannounced paroxysms, and the distress 
accompanying it is often very great; it may last for but a 
short time or for several hours. The treatment may consist 
of moist inhalations, some volatile drug being put into a 
_kettle or pot of water which is kept steaming while the 
patient inhales the vapor. Sometimes pastilles are burned 
and the smoke is inhaled; or cigarettes of stramonium 
leaves are smoked. In severe cases morphine, adrenalin, 
amyl nitrite, or even chloroform may have to be given to 
afford relief. 

Cancer is a malignant growth, 7. e., one which involves 
‘more than the tissue upon which it originated. Its cause 
is unknown. It is more common in later life, but progresses 
more slowly in the old than in the young. It may involve 
almost any organ of the body. The most common locations 
are the tongue or lips (in men), the stomach, the rectum, 
the breast, and the uterus (in women). 

Much research is being done in regard to it; the one con- 
clusion definitely arrived at is that early and radical surgery 
offers the best hope of cure. Radium is of great value, es- 
pecially in inoperable cases. 

Fatal cases usually have long-continued suffering. They 
are very trying and most pathetic. The pain is constant 
and severe. Codeine, aspirin, and the milder anodynes are 
given if possible, but morphine is needed sooner or later 
in increasingly large doses. If the patient becomes a hab- 
itué, the chief consideration is the adverse effect of morphine 
upon the elimination and the fact that even enormous 
doses may eventually fail to relieve. The nurse must 
usually be the judge of the doses needed. The care of can- 
cer cases requires great qualities of mind and heart. 

Cardiac troubles are of two sorts: organic and functional. 
Organic disease may be endocarditis (inflammation of the 
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lining membrane); valvular disease (incompetence or sten- 
osis); myocarditis (inflammation of the muscle); pericarditis 
(inflammation of the covering sac). Any of these may be 
acute or chronic. Angina pectoris is not a disease in itself, 
but an accompanying symptom, or, in occasional cases, no 
heart lesion is found. 

Heart conditions formerly thought incurable are now 
considered most hopeful. In the acute stage they must be 
kept in bed and quiet physically and mentally. They 
need watching to prevent them from overexertion or from 
undergoing mental excitement. When the patient is quiet, 
physically and mentally, the heart action is slower, and 
several beats per minute are saved, amounting to 20,000 
or more per day; this gives the heart rest and chance to 
recuperate. 

Usually these patients are unable to lie down for en 
and the nurse must see that the chair or back-rest which 
they use is of such shape as to support without strain and 
padded so as to be comfortable. If a chair is used, it should 
have broad arms; if the patient remains in bed, pillows or 
rolls should be so placed as to keep the arms from falling or 
dragging. These patients are usually more comfortable 
leaning forward, and an arm-rest or invalid table should be 
provided for the purpose. There may be distress in breath- 
ing, and whatever is ordered to relieve it should be faith- 
fully applied. 

In angina, the paroxysms of pain are severe and terrify- 
ing to the patient, though the disease is rarely fatal. Amyl 
nitrite may be ordered for their relief; it is given by inhala- 
tion. The nurse should keep the necessary remedies on 
hand, so that they may be quickly applied when an attack 
comes on. 

For the permanent relief and cure of heart conditions, 
the patient must “slow down” his whole life. He must 
not hurry, should rarely climb stairs or hills, must not 
lift, and must avoid excitement, either pleasurable or other- 
wise. He must guard against colds and communicable 
diseases. His food should be sufficient, but not excessive, 
and easily digested. With proper attention to matters of 


CARE IN SPECIAL MEDICAL CASES ees! 7 


hygiene and careful regulation of work, play, and study, 
persons with serious organic heart troubles have recovered 
and been able to carry on a normal life. 

Diabetes is a nutritional disorder, thought to be due 
to disease of the pancreas, in which there is an inability to 
assimilate carbohydrates; sugar is formed in excessive quan- 
tities in the blood and the urine and there is a large amount 
of urine secreted (often double the normal quantity). The 
patients are usually thin, weak, and nervous. 

Diet is the important factor in the treatment. The 
régime begins with fasting or nearly that, and a low caloric 
diet is the rule. Starches are limited and sugars are for- 
bidden. Saccharine may be substituted. Thrice-cooked 
vegetables, considerable milk, very little fat, and very 
little bread are allowed. The physician will make an exact 
prescription, the nurse must give it exactly as ordered, 
and the patient must be instructed in the importance of 
‘adhering to it. The nervous symptoms should receive 
due consideration. 

Diabetes is now being treated successfully with insulin, 
which must be administered with the greatest care and with 
exact relation to amount, character, and time of feeding. 
Dangerous symptoms or fatalities may result from not 
properly carrying out the régime. © 

The monotony of the diet is very trying to the patient. 
He should have the whole matter explained to him and 
become interested in his own case, so that his co-operation 
may be secured. He is ‘“‘at school to learn how to save 
his life’; he has to overcome the idea that eating is a recre- 
ation. The nurse can do much to help. 

Erysipelas is a streptococcus infection of the skin or 
(rarely) the mucous membrane. The inflamed area has a 
sharply defined edge. Constitutional symptoms are present, 
due to the absorption of toxins. It is readily communicated, 
and is especially dangerous to surgical or obstetrical patients 
and to the newborn. It should therefore be strictly isolated. 

It is of short duration, but reinfection may occur. Local 
applications are used, such as ichthyol, iodine, wet antiseptic 
dressings, etc. 
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The nurse should be most careful that there are no abra- 
sions or wounds on her hands. If they exist, she should 
keep them covered with collodion or wear rubber gloves when 
handling the patient. She should avoid any contact with 
surgical or maternity cases. 

Gastric diseases may be organic or functional. The 
commonest organic diseases are ulcer and cancer. Functional - 
troubles are gastritis and the various neuroses, grouped 
under the general term dyspepsia. 

Gastric ulcers (or peptic ulcers) are usually situated at 
the pylorus, where they are constantly irritated by the 
passage of food. Vomiting is a common symptom and 
hemorrhage is not uncommon. Pain is usual. In some cases 
they may be cured without operation by adherence to a 
strict diet for a considerable period. Excellent results are 
obtained from a carefully prescribed and exactly carried out 
diet of milk and eggs, rest in bed, and heat over the stomach. 

A large part of the nurse’s duties are combating de- 
pression and controlling diet. 

Cancer of the stomach may follow ulcer. Ulcer usually oc- 
curs between the ages of twenty and forty; cancer, between 
forty and sixty. It often seems to be associated with gall- 
bladder disease. The tumor is likely to be at or near the 
pylorus and as it grows obstructs the passage of food into 
the intestine. The symptoms are similar to those of ulcer, 
or there may be none which are pronounced. 

If found early enough operation (usually pylorectomy) 
may effect a cure. Often x-ray treatments help. The diet 
is carefully regulated and hydrochloric acid is usually given. 
If the trouble is not arrested, the outcome is that of other 
cases of cancer. 

Gastritis (inflammation of the lining of the stomach) may 
be acute or chronic. The acute form is due to indigestible, 
infected or decomposing food, or to poisons. There is dis- 
tress or pain, vomiting, and there may be diarrhea or 
hemorrhage. The treatment is lavage followed by soothing 
drinks and a careful diet for some days. 

The chronic form is the result of long-continued dietary 
indiscretions or bad habits in eating. It may also be due 
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to other chronic diseases. There is discomfort or pain, 
bad taste in the mouth, coated tongue, foul breath, consti- 
pation or diarrhea, and attacks of nausea and vomiting; 
these lead to poor nutrition, anemia, etc. 

The treatment is rerulation of fis diet, and the estab- 
lishment of correct habits in mastication, amount of food, 
time of. taking food, the overcoming of constipation, etc. 
These patients do better in a hospital or sanitarium than at 
home because they are under supervision and there is less 
temptation to transgress. 

Gastric neuroses may include: pain, tenderness, loss of 
appetite or excessive appetite, excess or deficiency of hy- 
drochloric acid in the gastric juice, peristaltic irregularity, 
spasm of the cardiac or pyloric orifice of the stomach, 
vomiting without nausea, lack of tone of the stomach wall. 
It is sometimes very difficult to distinguish between a neu- 
rosis and a serious organic condition. 

The treatment consists in regulating the diet and improving 
the nervous condition and general health. Some medication 
may be given. Any indiscretion may cause a recurrence. 

Gonorrhea is a communicable disease, classed as venereal 
because it is commonly contracted in sexual intercourse. 
It is a local disease, attacking mucous membranes, especially 
those of the eyes and the genito-urinary tract. It may be 
carried through the blood-stream and causes endocarditis 
or arthritis, etc. It is transmitted by direct contact, by 
the use of infected towels, etc. Children are especially 
susceptible. The bacteria live only a few hours outside of 

the body. Treatment consists in the application of antisep- 
tics to the infected part and control of the spread of the dis- 
ease to others. Gonorrheal vaginitis is one of the most 
virulent infections known and cases of it should be thoroughly 
isolated. Recovery is tedious and it is difficult to induce 
the patient to continue the treatment after the acute symp- 
toms have subsided. 

Influenza (grippe) is caused probably by the bacillus of 
Pfeiffer. It is highly communicable, often epidemic, and 
occasionally pandemic, It is carried by the nose and throat 
secretions. 
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The symptoms are those of a severe cold. The infection 
is thought to be a general one, 7. e., the bacteria and their 
toxins are carried by the blood-stream, so that there may 
be infection in any part of the body. The digestive tract 
and the central nervous system are often attacked. Many 
serious troubles are traced to influenza, such as pneumonia, 
meningitis, or even mental diseases. 

The patient should be isolated and his utensils sterilized. 
Care is given according to the manifestations of the disease. 
The diet is liquid during the febrile stage and should be 
nourishing and easily digested throughout the attack. 

It is important that the patient be very quiet until 
convalescence is well over, as a preventive of serious 
sequele. 

Meningitis is an inflammation of the coverings (meninges) 
of the brain or spinal cord, or both. (It may be cerebral, 
spinal, or cerebrospinal.) It is due to infection from various 
bacteria, all producing similar symptoms. The epidemic 
variety is caused by the meningococcus. ‘Tuberculous 
meningitis is perhaps the commonest sort; streptococcie, 
pneumococcic, influenza, and syphilitic varieties are found. 
The mode of transmission is not known, but it is likely 
that it is spread through nose and throat secretions. 

It usually occurs in children. The diagnosis is made 
from the findings in the spinal fluid, obtained by lumbar 
puncture. There is fever, severe pain in the head, back, and 
limbs, great sensitiveness to light and sound, convulsions, 
ete. Opisthotonos (backward bending of the spine) is a 
distressing and characteristic symptom. The patient should 
be kept in a darkened room, and shielded from all noise. 
Elimination should be kept active. Ice-bags are kept on 
the head. Sedative medicines and treatment are given. 
The convulsions may require morphine or even chloroform 
to control them. 

The epidemic variety is the only sort for which we have 
a cure; antimeningococcic serum is given into the spinal 
canal, with excellent success. 

Nephritis (inflammation of the kidney—Bright’s disease) 
may be acute or chronic. It is due to poisons, toxins, 
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pregnancy, conditions which induce congestion, etc. It is a 
common sequel to communicable diseases. It is always 
Serious. 

The important matters in the treatment are attention 
to diet and promotion of elimination. 

The diet is usually much restricted, usually to 2000 
calories per day; meat may be entirely forbidden, or fish 
and game may be allowed; certain vegetables are forbid- 
den; milk is usually insisted upon, or buttermilk may be 
used in its place; a salt-free or salt-poor diet is almost 

_always insisted upon; there must be a low protein intake, 
25 grams per day; the diet is always monotonous, and it 
is the nurse’s task to tempt the appetite and to see that 
the patient takes a sufficient quantity of nourishment. 

Fluid intake may be restricted if there is edema, or the 
patient may be required to take at least 2 quarts of liquid per 
day. It is the nurse’s business to see that this important 
part of the program is carried out. The skin must be kept 
active, so as to relieve the kidneys; hot air or steam baths, 
hot packs, ete., are ordered, and must be given with great care 
to obtain results. The bowels must be kept open, usually 
by saline purgatives. 

Frequent specimens of urine are needed for laboratory 
tests and must be carefully collected. The phenolsulphone- 
phthalein test may also be done to discover the functional 
efficiency. The patient drinks a glass of water and half an 
hour later empties the bladder. The drug, a harmless dye, 
is given hypodermically and the urine collected (sometimes 
by catheter) at specified intervals. The appearance of a 

pink color indicates that the drug is being eliminated. The 
specimen of urine collected should be properly labeled and 
sent at once to the laboratory. 

The nursing of nephritis requires skill and great patience. 
The acute cases call for keenest observation and great 
exactness; in the chronic cases the patient dislikes the 
monotony and exactness of the diet, becomes depressed, is 
annoyed by the treatments, and discouraged. The nurse, 
better than anyone else, can help him, interest and encourage 
him to persevere. 
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Pneumonia.—This is an acute and always serious disease. 
It is an inflammation of the lung substance, which results 
in the blocking of the air cells, interference with breathing, 
and prevents proper oxygenation of the blood. In this 
way additional work is thrown upon the heart. It may 
be lobar, where a considerable portion is involved and con- 
solidated: or bronchial, where there are scattered patches 
throughout the lungs. 

Lobar pneumonia may be given the cold-air treatment, 
the patient being kept in a cold room, or even out-of- doors. 
In bronchopneumonia, a warm room, not above 68° F., is 
usually advised; the temperature must be maintained and 
ventilation secured. Ice-bags may be kept on the chest. 
Cool or tepid sponges are given to reduce temperature. 
Liquid nourishment is ordered, and should be given with 
regularity as it is important to keep up the patient’s strength. 
The position should be changed often to avoid danger of 
congestion and consequent extension of the disease. Keep 
heavy bedding off the patient’s chest by means of a low 
bed cradle, or by pillows propped at his sides. Coughing 
should be restrained as much as possible, since it exhausts — 
the patient and produces irritation which increases the 
bleeding from the air cells. The patient should use a paper 
sputum-cup or pieces of gauze to receive the expectoration, 
and these should be promptly burned, except that a specimen 
should always be saved for the doctor’s visit. The sputum 
contains the germs of the disease and is, therefore, highly 
infectious. Wash both your own and the patient’s hands 
frequently to guard against this danger. 

The patient must be kept from all exertion, must not turn 
himself, reach for a drink, or feed himself; every ounce of 
strength must be conserved. 

The temperature, asa rule, falls by crists, dropping sud- 
denly on the fifth to the ninth day to normal or subnormal. 
There is throughout the disease great danger from heart 
failure, but especially at the crisis. Heart stimulants 
are usually ordered to tide over this period and may be 
needed for some time afterward. 

There may be difficulty in breathing and oxygen may have 
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to be given to overcome the asphyxia caused by the filling 
up of the air cells in the lungs. Saline may be given intra- 
venously or under the skin. Bleeding is done in a few 
selected cases. The disease is frequently shortened or 
lessened in severity by doses of antipneumococcic serum. 

Pleurisy (pleuritis) is an inflammation of the lining 
membrane of the chest (pleura). It usually accompanies 
some infection of the lung, as pneumonia or tuberculosis. 
It may occur in other infections, as rheumatism, typhoid, 
nephritis, septicemia, ete. It is characterized by sharp 
pain, inability to take a long breath, cough, fever, etc. The 
- pain may be relieved by pressure, and is often controlled 
by strapping the chest with strips of adhesive plaster over- 
lapping each other. The elimination should be kept good. 
The diet is of liquids or easily digested solids. 

There may be in pleurisy a collection of fluid (pleurisy 
with effusion) in the pleural cavity, or even pus formation 
_ (empyema, page 315). 

Poliomyelitis (infantile paralysis) is due to an infection 
the nature of which is not known. The full name is anterior 
poliomyelitis, since it is the anterior horns of the spinal 
cord which are chiefly affected. The legs are most com- 
monly the part affected and mostly the extensor muscles. 

There is fever, headache, pain in back and limbs, stiff- 
ness in the neck, drowsiness, irritability, etc. It usually 
affects young children and is sometimes epidemic. 

In the acute stage the child should be kept very quiet 
and cared for as in any acute communicable disease. Anti- 
poliomyelitic serum is often given. All parts of the body 
must be comfortably supported to prevent suffering. Keep 
the weight of the bedclothes off the legs. 

The paralyzed parts are supported by splints, usually 
a basket splint for the legs; this helps to prevent muscle 
contraction and consequent deformity. The child should 
be restrained from using the affected portions until they are 
fully recovered. Massage, etc., may be given later with 
good effect. 

Cases treated early and properly looked after usually 
make good recoveries. Neglected cases may have a per- 
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manent paralysis. Even in severe and neglected cases a good 
orthopedist can help much. 

Rheumatic fever (formerly called rheumatism) is an acute 
disease, thought to be due to infection from diseased tonsils, 
abscessed teeth, an infected appendix or gall-bladder. 
Exposure to cold or damp may aggravate or bring on an 
attack. 

There is fever, scanty urine, profuse perspiration, arthritis 
(inflammation and swelling of the joints), ete. On account 
of the joint trouble, great care is needed in helping the 
patient to move, as the pain is intense. Rubbing the af- 
fected parts with oil of wintergreen and wrapping them 
in cotton may relieve somewhat. Fomentations also help. 
Use a bed cradle to keep off the weight of the bedding. 

In all forms of rheumatism heat applied in one way or 
another is useful. Baking, electric light, hot baths, etce., 
are used, and massage may be ordered. Everything should 
be done to promote elimination; the nurse should see that 
the patient drinks a large amount of water, and should re- 
port if the bowels do not move regularly. Drugs must often 
be given to relieve the pain; aspirin, the salicylates in large 
doses, etc., are used. Special diet is ordered and should be 
strictly enforced. 

Rheumatic patients are very sensitive to changes of tem- 
perature and weather and should be protected against them 
as much as possible. In cold weather it is more comfortable 
for the patient to sleep between blankets; these should be 
changed often enough to keep them sweet and wholesome. 
The nightgowns should be of flannel or flannelette and a 
warm dressing-sacque or extra wrap about the shoulders is 
usually needed. 

Endocarditis and myocarditis are common complications 
and a serious heart lesion may result. Chorea is sometimes 
an accompaniment. 

Septicemia, commonly known as a general infection, is 
due to the presence of certain bacteria in the blood-stream. 
The streptococcus is most common, but the staphylococcus, 
colon bacillus, pneumococcus, or gonococcus, etc., may be 
causative. The bacteria usually enter through a wound or is 
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an infection of the uterus following childbirth, and the general 
infection occurs because of lack of proper drainage. The 
prick of a safety-pin in the ward or the cut of a knife or 
needle in operating a ‘‘dirty’”’ case are all too common 
causes of septicemia in doctors and nurses. 

There is usually a chill, high fever, poor pulse, prostra- 
tion, scanty urine, restléssness, or delirium. 

Prompt treatment is necessary to save the patient’s life. 
The focus of the infection must be opened, cleansed, and 
drained throughly. A vaccine may be given. Transfusion 
to supply antibodies to combat the infection is often most 
valuable. Hypodermoclysis and proctoclysis aid greatly in 
diluting the infection and promoting elimination. Nourish- 
ing liquid diet and the forcing of fluids is necessary. The 
patient should be isolated with good technic. 

If the patient recovers, convalescence is slow. 

Pyemia is septicemia with the formation of local abscesses, 
- usually in several places at once. These are opened and 
drained, and general measures for combating infection em- 
ployed. 

Sapremia is due to the absorption of the products of de- 
composition or bacterial action. It is acute, but far less 
serious than septicemia. It usually occurs as the result of 
retained membranes or pieces of placenta following child- 
birth, or in large lacerated, sloughing wounds. There are 
high fever and chills with their usual accompaniments. 

If the decomposing material. is premptly evacuated, the 
symptoms subside quickly. 

Syphilis (lues) is a venereal disease caused by the Spiro- 
cheeta pallida. It begins with a local lesion called a chancre 
and becomes a general infection. It may be inherited. 
It is considered curable, but only by long-continued treat- 
ment. It may be spread by contact, by clothing or utensils. 
The bacteria are anaérobic and live only a few hours outside 
of the body. 

The chancre is an open sore which contains the bacteria; 
its appearance constitutes the first stage of the disease. 

In the second stage the lymph-nodes are involved and a 
rash appears upon the skin, The rash is not characteristic and 
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may be mistaken for many other conditions. (It practically 
never itches or is painful.) The patient may be acutely il. 

The latent stage comes next, when the bacteria may almost 
or completely disappear from the body. 

In the tertiary stage various organs may become foci of 
infection and undergo degenerative changes. Any organ, 
or the central nervous system, may be the seat of the lesions, 
and all sorts of processes follow. | 

The treatment is mercury and salvarsan (arsphenamine), 
both of which are considered specifies if persistently applied. 
Potassium iodide is used in the third stage. It is difficult 
to induce the patient to continue treatment after the acute 
manifestations have disappeared; but he may be led to do 
so if he has explained to him the dangers to his descendants 
and those with whom he comes in contact. 

Nurses should be most careful in handling syphilities 
who have open lesions, as infection may take place through 
a tiny break in the skin. Rubber gloves should be worn 
or, if not possible, the hands should be covered with a coat- 
ing of soap. 

The Wassermann test is an important aid in the diag- 
nosis of congenital (inherited) syphilis or cases in which 
the disease is quiescent. It is not infallible, being a com- 
plicated and lengthy procedure with a chance for mistakes 
in the process; but it affords the best means we have for 
knowing the exact condition of the infected patient. For 
making it, a small amount of blood is withdrawn from a 
vein by means of a syringe; aseptic precautions must be used. 

Tonsillitis (inflammation of the tonsils) may be follicular, 
infection of the follicles of the tonsils, often with the forma- 
tion of pus, which appears as yellow or greenish spots on 
the tonsils. Or it may be phlegmonous (quinsy), in which 
the infection is deep seated, under or at the base of the tonsil; 
this is extremely painful. The abscess formed should be 
opened as soon as ready. 

There is fever, chilliness, headache, backache, and pain 
or soreness in the throat. The treatment is rest in bed, 
cold applications to the throat, gargles, throat irrigation, or 
painting with antiseptics. 
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It is a communicable disease and should be isolated. The 
dishes used should be sterilized. 

Chronic or repeated attacks call for removal of the tonsils. 

Tuberculosis is a disease characterized by the formation of 
nodules or tubercles; it is caused by the Bacillus tuberculo- 
sis. It may produce a lesion in almost any part of the body. 

In adults the disease commonly attacks the lungs. In 
children, more often bones or joints. It is very common, 
about half the autopsies performed showing tuberculous 
lesions, from which the patient has usually recovered with- 
_ out knowing of their existence. 

It is carried by droplets spattered from the mouth, by 
sputum, by kissing, and handling with unwashed hands, 
by infected food (milk of tuberculous cows, food infected by 
flies which have been in contact with tubercular sputum, 
etc.). It is not inherited. 

The disease is long continued, and may last for years. 
‘Incipient cases may be arrested in a few months, but are 
likely to recur. 

The treatment consists in general hygienic measures, 
rest in bed during the acute or febrile stage, and exposure 
to sunlight and outdoor air. Cold air is beneficial if the 
patient is properly protected. Plenty of nourishing food 
is important. The patient must be guarded from over- 
exertion, to which there is always a tendency. All sputum 
must be burned. Handkerchiefs should be disinfected; all 
dishes sterilized. ‘The patient should not handle or kiss 
other persons. Dry, sunny climates are favorable to the 
carrying out of a proper régime, but are not necessary, 
as many persons recover in damp climates. 

Pulmonary tuberculosis usually occurs between the ages 
of fifteen and thirty-five. It is characterized by subnormal 
temperature in the morning and a daily rise in the evening. 
Cough may be slight or severe, with little expectoration or 
much, according to the severity of the diseased process. 
There may be hemorrhage, night sweats, digestive disturb- 
ances, etc. 

Tuberculosis of bones and joints is due to the bacilli being 
carried through the blood-stream. It may follow an injury, 
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which makes the tissue more susceptible to infection. Pott’s 
disease (tubercular spine), hip-joint or knee-joint infection 
are among its common forms. 

Casts, splints, and braces are applied to keep the affected 
part quiet and in proper position. If there is abscess forma- 
tion or necrosis (death of the bone), surgical measures may 
be necessary. A general tonic treatment is carried out. : 

Tubercular adenitis (infection of the lymph-nodes) occurs 
most often in the neck. 2-Ray treatments often effect a cure. 
If not, surgery is resorted to. 

Tubercular peritonitis is usually fatal, though operation 
(opening and irrigating the abdominal cavity) often arrests it. 

Laryngeal tuberculosis is usually fatal. 

Milhary tuberculosis is a general infection. The symptoms 
vary according to the organs most affected. It is usually 
fatal. 

The care of tuberculous patients consists almost entirely 
in proper and sufficient feeding and enforcing rest. The 
most important duty of the nurse is to keep the patient 
from becoming discouraged and giving up the fight. One 
outbreak of overdoing may spoil months of good work, 
but perseverance usually wins. 

Tuberculin is used as a test for the presence of tuber- 
culosis. In Koch’s method an intramuscular injection of 
tuberculin is made; a rise of temperature indicates the pres- 
ence of tuberculosis. In Von Pirquet’s method tuberculin 
is placed on a scarified spot of skin and allowed to dry. 
The appearance of marked redness or papules is considered 
positive. In the Calmette test the tuberculin is dropped 
into the eye. 

It was hoped that tuberculin would be a cure for the 
disease, but it has not proved to be. In a few eases its 
administration seems to have a definitely beneficial effect. 

Uremia.—This is also known as uremic poisoning. It is 
an acute manifestation of nephritis. The urine becomes 
scanty, and is loaded with casts and albumin; convulsions 
may occur. The treatment is similar to that for the chronic 
condition, but more vigorous. The condition is serious. 


CHAPTER XXII 


CARE OF BABIES AND SMALL CHILDREN | 


Youne children are not small adults, but have many 
peculiarities of their own. Physically as well as mentally 
they differ greatly from older children and adults. 

Physical Peculiarities of Babies—The head is very 
large in proportion, being one-quarter of a baby’s length. 
(An adult’s is one-eighth.) The bones of the skull are thin 
and flexible, with spaces between them. The posterior 
fontanelle, triangular in shape, should be closed by the end 
of the sixth week. The anterior fontanelle, diamond shaped, 

should be closed before the end of the second year. 

The lower jaw is flattened, teeth are absent, and the sali- 
vary glands are not active. A baby has practically no neck. 

The heart is large in proportion, is higher and more hori- 
zontal, less covered by the lungs. The thymus gland is 
active. The pulse is variable, 120 to 140 at birth, 90 to 
100 in the second year; it is easily influenced. 

Breathing is largely abdominal. 

The liver is relatively twice the size of an adult’s. 

The stomach is cylindrical, placed almost vertically, and 
its orifices are large, so that food does not remain long in 
it. Its capacity is about 14 ounces, but it is very elastic. 
Stomach and intestinal digestion are more closely associated 
~ than in adults. 

The kidneys are relatively large. The bladder is placed 
higher than in adults. The sphincters of bladder and rec- 
tum are involuntary, but can, with training, be made volun- 
tary in a surprisingly short time. (It is possible to so train 
a baby three to six months old that it will not wet or soil 
its diaper.) 

The abdomen is reiatively large, though the hips are 
narrow. 
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The bones of the spine are largely cartilage and fibrous 
tissue, and require support in order to prevent deformities. 
The baby should not sit without support for its back until 
its second year. 

The arms and ee are small and short in proportion. 
The middle of a baby’s length is about at the umbilicus; 
of an adult, much lower. Normal babies are bow-legged. 

The Special Senses.— Hearing is almost absent at birth, 
but develops rapidly. At three months a baby should turn 
its head toward a sound and differentiate between voices. 

Sight is present at birth, but there is no co-ordination of 
the eye muscles. Objects are not recognized until about 
the fifth month. Lights are unpleasant at first, attractive 
later, but a baby’s eyes should always be protected from 
strong light. The cornea in a young baby is not very sen- 
sitive. 

Authorities differ upon the development of taste. Pungent 
or biting substances, those hot or cold, are objectionable. 
Pronounced likes and dislikes in the matter of taste of 
food does not apparently develop for several months. 
Babies will take castor oil or cod-liver oil and apparently 
enjoy it. — 

Smell is not developed in early infancy. 

The sense of touch is almost absent at birth, except in 
the mouth and lips, where it is acute. After the third 
month it is present all over the body. The temperature 
sense and the pain sense are poorly developed at first, and 
it is possible to hurt or burn a baby seriously without its 
making much protest. For this reason hot-water bags 
should be used about babies with the greatest of care. 

Mental development varies somewhat, but certain standards 
have been established below which a normal child should 
not fall. 

He should smile at four weeks and laugh at the fifth 
month. 

The eyes follow a light the second week. 

He notices objects at about two months. 

He should know his mother or nurse at three months. 

Signs of fear should appear at six months. 
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Likes and dislikes should be evident at a year. 

He should hold up his head at three months and should 
be able to sit alone for a minute at seven months. 

He should begin to stand at ten months. 

Walking and talking vary greatly and should not be stim- 
ulated. A child should walk and talk at the age of two 
years and may begin at ten months. 

Girls usually talk earlier than boys. Children compre- 
hend words long before they use them. A child of two 
years will make short sentences and use a vocabulary of 
five hundred words, nouns, verbs, and adjectives. At about 
three years it begins to use pronouns. Articulation should 
be good in the fourth year. 

Care of the Newborn.—A newborn baby should have 
little handling, but careful watching. 

Even after breathing seems well established, the child 
should be looked at every few minutes for the first half- 
- hour, and every fifteen minutes for the next few hours. 
A baby that is not quite in good condition may suddenly 
stop breathing or collapse at any time during the first 
few hours of its life. 

As soon as the child is born it should be wrapped in a 
sterile towel, care being taken to protect the cord, then in 
a soft, warm, washable blanket, with a hot-water bag (not 
too hot) outside it. A small opening should be left near the 
face for air. As soon as one has the time, anoint the baby 
all over with sterile oil or white vaseline, putting a liberal 
quantity in the groins, under the arms, around the neck, 
and on the head, wherever there is an accumulation of vernix 
caseosa (the white, cheesy-looking material which is found 
upon the skin at birth). Leave this on for half an hour or 
more, when the baby may be washed clean with white soap 
and water. 

For the first twenty-four hours keep the baby lying on 
its right side. This is done to make sure that the foramen 
ovale, the valve which before birth exists between the right 
and left sides of the heart, may close and remain so. 

Hemorrhage.—Remember that any bleeding in a newborn 
baby, however slight, is a serious matter and should be 
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promptly reported. Hemorrhages from the cord, from the 
mouth, stomach, intestines, etc., all occur more or less 
frequently. Some babies cannot lose a dram of blood with- 
out alarming symptoms; others will bear the loss of a larger 
quantity; but it is not wise to take chances. 

The First Bath.—There is no need of haste about giving 
a baby’s first bath. The nervous shock of handling and the 
discomfort of clothing can as well be postponed for a few 
hours providing the baby is kept warm and is in good con- 
dition. The first bath, and all baths given before the cord 
is off and the navel healed, should be sponge baths. The 
exception to this is in case of sudden collapse or faulty 
breathing, when a warm plunge or a mustard bath may be 
given for the stimulating effect. 

The Cord and Navel.—These should be treated like an 
open wound. Whether gauze or cotton is used as a dressing, 
it should be sterile, and the parts should not be touched 
except with surgically clean hands. Powder or ointment 
may be used upon the navel if ordered by the physician or 
head nurse. Talcum powder (sterilized), starch, zine 
oxide, aristol, and other powders are used; also castor 
oil, zinc oxide ointment, balsam of Peru, etc. The dressing 
should be kept dry. It need not be changed each day, 
but should be inspected, and if the navel is wet or red, the 
fact should be reported. 

The Band.—This should not be put on too tightly. It is 
not designed to support the abdominal wall, but simply 
to keep it warm and to hold the cord dressing in place. A 
band which is too tight may cause indigestion or regurgi- 
tation of food. The band should not be pinned, but basted 
on, always remembering to insert a finger between it and the 
skin. 

When the cord drops off, ordinarily from the fifth to the 
fifteenth day, continue the dressings as before until the 
navel is well healed. If there should be any bleeding or 
moisture upon the surface from which the cord has separated, 
call the doctor’s attention to it. 

Dressing the Baby.—It will be found more convenient 
to dress and undress a baby lying on a padded table. The 
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child may be rolled from side to side instead of being lifted, 
making less handling necessary. 

The usual clothing consists of band, shirt, stockings or 
bootees, diaper, pinning-blanket, petticoat, and slip. The 
pinning-blanket is not needed if warm stockings are worn, 
and in hot weather the petticoat may be dispensed with. 


Fic. 153.—Baby wearing square diaper. 


The tendency is always to clothe babies too warmly rather 
than too lightly. Very long skirts and heavy wrappings 
should not be used; they drag and annoy the baby by their 
weight, and cause perspiration and subsequent chilling. 
In dressing a baby, the skirts and dresses should be put 
on over the feet. 
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Diapers should be smooth, soft, and absorbent. The 
“square” diaper is more comfortable than the triangular, 
as it restricts the movements less. It is made by folding 
a square once or twice, according to the size of the baby, 
making a long oblong. One end of this is turned up about 
one-third of the whole length. The four corners are pinned 
at the baby’s waist (or rather, its hips), two on each side, 
snugly, a second safety-pin is needed at each side, lower 
down; this second pin may also fasten the stockings. A 
diaper should be snug at the top; an error here makes it 
slip off. 

Changing.—The diaper should be changed as often as it 
becomes wet or soiled, unless the baby is nursing or sleep- 
ing very soundly. If it is allowed to remain wet for a long 
time, the skin becomes irritated and sore. If only wet, 
diapers should be immediately rinsed out in warm water; 
they may be used again once or twice; they should, however, 
be laundered frequently. Soiled diapers should have the 
fecal matter rinsed off (holding in the bowl of the toilet 
while it is being flushed is a convenient way) and be put 
to soak in clear water until they can be sent to the laundry. 
Soiled napkins should not be left in the patient’s room or 
ward. They should be washed with white soap, as laundry 
soap is often irritating. Rinse very thoroughly. 

Changing Position.—After the first twenty-four hours a 
baby should be turned often from one side to the other. 
A healthy baby sleeps twenty to twenty-two hours out of 
the twenty-four at the first, but becomes tired and uncom- 
fortable from long lying in one position. 

Fresh Air and Light.—The crib should be in a room 
containing fresh outdoor air and sunshine, but should be 
screened from drafts and bright light. A light should 
never be allowed to shine directly into a baby’s face. 

He should be protected from noises which jar, though 
ordinary noises, like talking, do not disturb him. 

Weight.—The average weight at birth is 7 to 74 pounds. 
Babies lose weight rapidly during the first few days of life, the 
average amount one-half to three-quarters of a pound. This 
loss is due to evaporation (before birth the child lives in a 
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sac of fluid), to elimination, and to lack of food. After the 
mothers’ milk comes in freely and the baby begins to nurse 
regularly there should be a steady gain in weight. The weight 
at birth should be regained in about ten days. As long as the 
weight chart shows an increase, however slight, there is no 
occasion for anxiety; but a continued loss in weight or a 
failure to gain for several days in succession should be con- 
sidered a danger signal. 

A weight chart should be kept for each baby, as it shows 
better than figures the trend of the child’s nutrition. (See 
_ page 152.) 

A baby should be weighed daily for the first six or eight 
weeks; after that if the child is doing well once a week for 
six months; then once a month or often enough to be sure 
that it is gaining properly. The weighing should be done 
with a scale which exactly balances when empty, and which 
is known to be accurate. The child should be weighed with- 
~ out clothing. Effort should be made to have the baby quiet 
when it is being weighed, as kicking or crying make it diffi- 
cult to be accurate. 

A baby should double his birth weight in six months and 
treble it in a year, that is, a baby who weighs 7 pounds at 
birth should weigh 14 pounds at six months and 21 pounds 
ata year. Any great variation from this standard should be 
investigated. 

Nursing.—For the first two days, or until the milk appears, 
the baby may be put to the breast every four hours during 
the day and not at all at night if it sleeps. The first secre- 
tion of the breast (colostrum) is laxative and assists in ex- 
pelling the meconium which has accumulated in the intes- 
tines before birth. While the child gets little nourishment 
from the first milk, it is important that the nursing habit 
be established. 

After the mother’s breasts fill, the nursing schedule should 
be every three to four hours during the day, and every 
four hours during the night. The child should be wakened 
for nursing during the day, at least up to 8 or 9 Pp. M.; after 
that it should be allowed to sleep and should be nursed dur- 
ing the night only if it wakens of its own accord. 
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Nursing should be for not less than ten or more than 
twenty minutes. 

If after a good trial a baby cannot be wakened for nurs- 
ing, it may be allowed to go until the next nursing time 
comes round. Every effort should be made, however, to 
have it waken and nurse on time. 

Difficulty about getting a baby to nurse may be due to 
its having been placed in an awkward position. The mother 
should lie on her side and the child be supported by her arm 


Fig. 154.—Proper position for nursing.—(From DeLee, ‘‘Obstetrics for Nurses.’’) 


or by a thin pillow in such a position that its mouth shall 
be squarely in front of the nipple. The mother should sup- 
port the breast with her hand and hold the nipple so that the 
baby may be able to get and retain its grasp. 

The nipple and vicinity should be washed before each 
nursing with boric solution. The baby’s mouth should not 
be washed, as the procedure, however well meant, usually 
does more harm than good. . 

If the mother has flat or retracted nipples, or they be- 
come sore, a shield may be used for the baby to nurse 
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through. The shield should be rinsed well and scrubbed 
after each feeding, kept in boric solution, and boiled at least 
once a day. 

Artificial feeding should never be resorted to if it is at 
all possible for the mother to nurse her baby. A breast-fed 
baby has six times the chance for life that one has who is 
fed artificially. 

Partial nursing, even if it is possible only once or twice 
a day, often saves lives. If the mother’s milk fails entirely, 
a wet-nurse may be procured, or a small amount of breast 
milk may be secured from a woman who has an oversupply. 
‘Wet-nurses do not now usually nurse the babies whom they 
supply with milk. The milk is “‘expressed’”’ from the breast 
with aseptic precautions, kept on ice, and used as needed. 
A wet-nurse should be given the Wassermann test and be 
in good general health. (It does not matter to what race 
she belongs, nor even whether or not she is normal mentally, 
so long as she is free from disease and the milk is collected 
under proper conditions of cleanliness.) 

With artificial feeding, whatever formula the physician 
prescribes, should be prepared with the utmost care. In 
most hospitals it is done in the diet kitchen or in a special 
milk laboratory. Occasionally it may be done in the ward. 

All utensils and bottles should be sterilized by boiling and 
the preparation of the formula conducted like a surgical 
procedure. It is best to prepare at one time the quantity 
needed for twenty-four hours and to place in small bottles 
the amount required for each feeding. Cork with sterile 
cotton, label each bottle, and keep them in the ice-chest. 

Warm each feeding by setting the bottle in hot water. 
See that it does not become too hot. To test, shake a few 
drops out through the nipple on the inside surface of the 
arm. Do not warm buttermilk, protein (Hiweiss), or lactic 
acid milk. These should have the chill taken off by removing 
them from the refrigerator twenty minutes before feeding 
time, so that they may approximate ‘‘room temperature” ; 
or they may be set for an instant in hot water, just long 
enough to warm the bottle, but not the contents. Heating 
ruins them. 
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If milk is given warm, wrap or cover the bottle to keep 
it warm while it is being taken. 

(For care of nursing bottles, see p. 67.) 

Vomiting in a young, healthy baby means that too much 
food has been taken or that it was taken too rapidly. It is 
not vomiting, properly speaking, but simple regurgitation. 

With sick babies, vomiting is an important symptom and 
must be observed and reported with great accuracy. The 
following items should be noted: 

1. At what time after food it occurs, whether at once, 
shortly after, or a considerable time after. 

2. The amount, whether a few mouthfuls, a part, or all of 
the food taken. 

3. The character of the rejected material, whether partly 
digested, in large or small curds, ete. : 

4. Whether it was “‘projectile” in character, a symptom of 
pyloric stenosis, or accompanied by retching—rare in babies. 

Colic.—This is commonly caused by unsuitable food, 
but may be due to too rapid or too frequent feeding, or gas 
in the stomach. If food be given in too great a quantity 
for the digestive organs to take care of, or if it is of such a 
nature that this particular child cannot digest it, fermenta- 
tion takes place and gas is formed, producing the pain which 
we call colic. 

The best remedy for colic is heat. Warm water to drink 
and a hot-water bag covered and carefully applied to the 
abdomen are usually effective. In some stubborn cases a 
hot bath may be given with good results. 

Gentle rubbing of the abdomen may help. An enema 
sometimes affords immediate relief. 

Colic medicines, even the simplest, should never be 
given without an order from a doctor. As a rule, a nurse 
should not report colic until she has applied heat externally 
and internally and has given an enema. Mothers should be 
warned against the so-called soothing syrups, as they nearly 
always contain opium and are very dangerous. 

If a baby has persistent colic and the bowel movements are 
not normal, the matter should be reported to the physician, 
as it is likely that a change of food is needed. 
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Urine.—The first urine passed may be reddish in color 
and may even be mistaken for blood; this is due to a sort 
of ‘“‘brick-dust’”’ sediment, uric acid crystals, and if the baby 
is given plenty of water to drink, will disappear. After the 
first few days the urine should be almost colorless and 
odorless. The amount in twenty-four hours is 200 to 400 
c.c. during the first year. 

Bowel Movements.—A baby’s first bowel movements are 
a black or dark green material called meconium. It is im- 
portant that this begin to come away during the first twenty- 
four hours; if necessary, an enema may be given. After the 
first few days -the bowel movements are of bright yellow, 
soft, unformed, acid in reaction, and with very little odor; 
tiny white curds may appear, but are not abnormal. A 
formed bowel movement, a watery one, deep green dis- 
charges, hard, white, undigested curds, brownish or gray 
stools, froth or mucus, all indicate impairment of the diges- 
tion, and should be shown to the physician. (Normal stools 
may become green on standing, and bright pea-green stools 
are not pathologic.) 

The stools of artificially fed babies vary considerably 
according to the food given. 

Cow’s milk produces a firmer stool, rather lighter in 
color, with a cheesy, somewhat disagreeable odor, and an 
alkaline reaction; there is a tendency to constipation. 

Skimmed milk stools are brownish, salve-like in con- 
sistency, fecal in odor, and with a strong alkaline re- 
action. : 

Starch in the diet, or malt-sugar, produces brown stools, 
with an acid reaction. 

Protein milk or buttermilk produces a salve-like stool, 
with an acrid odor and an alkaline reaction. 

Curds and undigested masses in the stool are not neces- 
sarily abnormal. Small soap curds indicate rapid _peris- 
talsis. Large protein curds form in the stomach of babies 
fed on raw cow’s milk. Fat or mucus may form curds. A 
baby on a mixed diet, especially when vegetables are given, 
will show waste material in its stools which can be identified, 
usually cellulose. 
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Abnormal stools may contain large amounts of mucus 
(usual in diarrheal conditions) or there may be blood or 
pus. In fermentative diarrhea there is a very small amount 
of fecal matter present, the stool is usually green in color. 
A constipated stool is usually light brown or almost white. 

Treatment of Constipation.—If a breast-fed baby is con- 
stipated, the introduction into the rectum of a soap stick, 
a gluten or glycerine suppository, or even an enema tube 
will often produce an evacuation. Gentle circular massage 
of the abdomen stimulates peristalsis. Orange juice may 
be given to nursing babies. Artifically fed babies may have 
the same treatment, or more fat or sugar may be added to 
the formula. A regular time for defecation should be estab- 
lished early. 

With older children, orange or prune juice, oatmeal gruel, 
and green vegetables aid materially. 

Treatment of Diarrhea.—Diarrhea means too frequent or 
too loose bowel movements. (Four stools a day is not patho- 
logic in young babies.) It is due to intestinal irritation and 
the treatment is to remove the cause. Withdraw all food, 
give plenty of water, and, if ordered, castor oil. In arti- 
ficially fed babies the formula must be changed. 

Jaundice.—This occurs during the first week in about 
50 per cent. of children. It is due to inactivity of the liver. 
It requires no treatment, as it usually takes care of itself. 

Rashes.—These are common in young babies, but seem ~ 
rarely to occasion any special discomfort. They may be due 
to clothing which irritates or to the child’s being kept 
too warm. The application of white vaseline or zine oint- 
ment and bathing in a solution of baking soda usually clears 
them up. 

Crying.—It may be stated as a principle that young 
babies do not cry without good reason. There may be no 
reason apparent to the nurse, but that means simply that 
she is unintelligent or inexperienced. Older babies may 
ery from temper, to be taken up, etc., but a young baby has 
not yet learned these things. Its cry is a signal of physical 
discomfort, and it is the business of the nurse to find the 
trouble and remedy it. 
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A baby should not be taken up when it cries. On the other 
hand, it should not be allowed to cry for any length of 
time without attention. The one extreme is as bad as the 
other. When a baby cries, go immediately to it, and see 
if it is uncomfortable from being wet or soiled, from lying 
too long in one position, or from wrinkled or twisted cloth- 
ing. A safety-pin which is too large or too near the skin may 
be pressing upon it. (Remember that a safety-pin 2 inches 
long is equivalent to one 6 inches long for an adult.) The 
child may be thirsty, and a drink of warm water may satisfy 
it. The feet may be cold and cause colic. These items ac- 
count for a large share of the crying indulged in by young 
babies. 

If a baby is taken up when it cries, tossed about, and one 
thing after another tried in quick succession without giving 
time for an effect, “anything to stop the crying”’ being the 
sole idea, the work is well-nigh useless, as the nurse is not 
_ likely in the end to know what the real trouble was or what 
helped it. If she will, on the other hand, sit by the crib, 
spend a little time in systematically trying various remedies 
and watch the result, noting the baby’s manner and ex- 
pression, the character of its cry and what influences it, 
she will do more for the baby and more for herself than she 
could by spending hours in aimless, unthinking work. 

Kind of Cry.—The cry of hunger (or thirst) is a continuous, 
persistent cry, unvarying in quality. If a baby habitually 
wakens and cries a little before its nursing time, it may be 
assumed that the child is not getting enough food even 
though it may seem well-nourished and be gaining in weight. 
It may take but a small additional quantity to satisfy, but 
that little is important. The cry of zndigestion is similar 
to that of hunger, but does not cease upon feeding. 

The cry of pain is sharp, vigorous, and intermittent. If 
from colic, it is usually accompanied by kicking or sudden 
drawing up of the legs; a novice may easily mistake this for 
temper. If the legs are kept straight, the spine rigid, and 
the head drawn back, the pain may be that of meningitis. 
Pain in the head or ear may cause the child, if it is old 
enough, to put its hand to its head or to rub the head 
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against the pillow; a young baby cannot, however, do these 
things. Persistent crying may be due to ear troubles. 

A low whining cry, whether continuous or intermittent, 
indicates general poor condition. It may not mean actual 
suffering, but only discomfort, yet it is an ominous symptom. 

Any unusual sort of cry should have the attention of the 
physician drawn to it. 

Exercise is necessary for all children. Young babies 
should be given daily some freedom from clothing in a warm 


Fia. 155.—Aluminum mitts.—(From McCombs’ ‘‘Diseases of Children for Nurses.’’) 


room, and allowed to kick and wriggle without restraint. 
A baby should have a change of position and should not be 
left for long periods lying on the back. A breast-fed baby 
gets change by being nursed. <A bottle-fed baby should be 
held while being fed for the same reason (and to prevent 
gas formation or retention). Support the back. Carry the 
baby about for ten or fifteen minutes twice a day, pref- 
erably out-of-doors, if the weather permits. This is one of 
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the reasons why babies thrive better in homes than in 
hospitals where they are left constantly in bed. The hand- 
ling, if not excessive, does not “spoil” the baby. Sick 
children are usually better off in bed, but there are some 
instances, such as in bronchopneumonia, when being held 
appears beneficial. 

Bad Habits.—Thumb sucking and the use of pacifiers are 
better prevented, as when once established they are very 


Fia. 156.—Elbow splints. 


hard to discontinue. They cause deformities of the mouth. 
For thumb sucking, put mittens on the hands (aluminum 
mittens can be easily washed or boiled) or bandage them 
loosely; or apply elbow splints or cufts of cardboard. 
Masturbation (handling of the genitals) may be caused by 
anything which calls the child’s attention to that portion 
of his body, such as need of circumcision, acid urine, eczema, 
tight clothing or diapers, etc. First, find and remove the 
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cause; with a baby, restrain his hands. With older chil- 
dren, do not emphasize the importance of the matter, merely 
say it is not a proper thing and endeavor to keep his atten- 
tion directed to other matters. Treat it as you would bad 
manners of any sort. 

Stuttering, stammering, lisping, etc., may be due to ner- 
vousness and habit, or they may indicate special defects 
which need special handling. They should be remedied 
early. 

Good Habits.—Regular habits must be established during 
the first few weeks or endless trouble will result later on. 
The routine of the first few weeks is sure to set the pace for 
months thereafter. If a baby is allowed to sleep during 
the day and miss its regular nursing time, it is sure to be 
hungry and cry at night. If it is allowed to nurse at irreg- 
ular intervals, is bathed at any hour of the day, is wakened 
to be shown off to visitors, etc., small wonder if it is trouble- 
some; it has not only acquired unsystematic habits, but is 
likely to be nervous, have poor digestion, and other troubles. 

A baby should not be wakened for anything except food. 
The nurse must not allow visitors to take up or handle a 
sleeping baby. 

A well-known children’s specialist has said: ‘“The plas- 
ticity of young children along muscular lines is greater than 
it will ever be again; therefore the years before the age of 
nine are pre-eminently the ones on which to establish good 
physical habits, of eating, sleeping, evacuation, cleanliness, 
carriage, posture, walking, language, etc. If these habits are 
good, the child has made a splendid beginning”’ (Lucas). 

High temperature in children is less significant than in 
adults, since a rather sharp rise may occur from a slight 
cause. It should not, however, be disregarded. 

Colds or sudden vomiting may mark the beginning of con- 
tagious diseases. It is well to isolate a child who has an 
unexplained temperature, a coryza, or a vomiting attack. 

Teeth.—The first teeth appear at about six months and 
the baby should have the entire first set, twenty, by the 
end of his second year. Illness and faulty nutrition delay 
them. 
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Teething is a normal process and should occasion no 
difficulty. Most of the troubles assigned to teething are 
due to other causes, which could be found if searched for, 
and which need attention. 

Toys.—Sick children should not be amused or much talked 
to, as listening and response are a strain upon nerves. 
Flowers and colored balloons, which they can quietly enjoy, 
are the best things for children acutely ill. 

Convalescent children need something to do. Toys 
should be washable, of wood, metal, celluloid, rubber, etc., 
not usually of cloth. They should be tied to the bed, partly 
so that they may be recovered if dropped and partly to 
keep them off the floor, which is always covered with 
bacteria. 

Restraint—For examination it is often necessary to 
restrain children. Do not attempt to hold arms or legs. 
They slip out of your grasp very readily and if you hold 
- them tightly enough to be effective, you are almost sure to 
hurt them. The best way is to wrap the child in a sheet or 
blanket. This is not uncomfortable, does no harm, and is 
effective. 

Fold the blanket or sheet crosswise. Lay the child on it, 
with the fold 2 inches above the neck. Fold the blanket 
over the child from left to right, pulling it snugly down over 
the shoulders, the folded edge coming diagonally across the 
chest. Fold over the other side in the same way, making a 
V on the chest. Wrap snugly but not tightly and pin with 
large safety-pins. Be sure that the restraint does not 
interfere with breathing. 

Do not restrain by this method for any length of time, as 
it interferes with proper exercise. 

For restraint of the entire body, the Bradford frame 
(p. 340) is the most satisfactory, as it interferes very little 
with the movements of arms and legs. 

Hand restraint is necessary in many cases to prevent 
thumb sucking, scratching, handling a wound, etc. Cuffs 
on the elbows or mitts are the best form of restraint, as they 
do not interfere with proper exercise. Never tie a child’s 
hands by the wrists, 
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A heavy muslin waist, closed at the back with two webbing 
straps sewed at each side, makes a good restraint. Fasten 
the straps to the side bars of the bed. 

Special Nursing Points.—The personal care of children 
needs closer attention than that of adults, as a child cannot 
express his wants or symptoms. 

Give all children frequent drinks of water. : 

Babies should not be left lying on their backs for long 
periods, but should be taken up. 

Do not tuck bedding in so that it presses upon the chest. 

A warm bath will often quiet a restless or “‘cross’’ child. 

Never leave a child alone in a bath-tub. 

Do not let a child sit or lie directly facing the sun. 

Sudden rise of temperature, sudden vomiting, and coryza 
are reportable symptoms. 

Wash your hands before feeding a baby and always after 
changing a diaper. 

Never leave a bottle of milk uncovered even for a moment. 

Do not threaten children. 

Never tell a child an untruth or make a false promise. 
Children, even babies of a year old, have long memories. 


CHAPTER XXIII 


CONVALESCENTS. CHRONIC PATIENTS 


Convalescent patients are often thought uninteresting or 
even unimportant. Many nurses and doctors relax their 
efforts after the fight for a life is over and fail to finish their 
work by helping the patient convalesce. After-care means 
. eare until the patient is really well. Improper care during 
convalescence may nullify so much of the good work that 
has gone before that the patient never really recovers. 

Convalescent care means finished work. To get the pa- 
tient out of bed or even out of the hospital is far from being 
the end of a case. Hospitals of necessity deal largely with 
acute illnesses, but one should always remember that the 
‘eare of a case during its acute stage is only partial work; the 
greatest pleasure comes from feeling that a patient is not 
merely on the road to health, but has actually arrived. 

Haste in trying to convalesce is the cause of most of the 
failures. Nowhere does making haste slowly get better 
results. Spurts of energy or effort by one who is not ready 
for them usually puts the patient back to a point farther 
than that from which he started. Patience and perseverance 
prove the quickest method in the end. For example, if a 
patient is allowed to sit up for three hours the first or second 
day out of bed, he is usually unable to be up at all the 
next day; if he repeats the trial, he may be in bed for two 
days following. This means discouragement or even despair. 
If he begins with short periods of exertion, not quite up to 
the limits of his strength, he makes steady and rapid gains, 
which are a joy to him and all about him. 

Overdoing is therefore the thing the nurse must guard 
her patient against. She must be alert to know the limit 
of his strength and to stop him before it becomes exhausted. 
She must be a keen enough observer to see the first drop of 
the head, the first relaxation of the hands, the first slowing 
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of the walk. That is the time to stop the patient from 
further exertion. This careful guarding of strength will 
increase it rapidly and his progress will soon be steady and 
rapid enough to satisfy him. 

Visitors should be carefully regulated. A convalescent 
should not be allowed to waste strength and nerve energy on 
callers who remain for long periods. 

Do not expect the hospital office to control the whole 
situation, but take it upon yourself to see that too many 
and too long visits are not inflicted upon a patient who is 
still weak. If any special visitor proves tiring, disturbing, or 
markedly tactless, let your supervisor know it. 

A ten-minute call may do the patient great good, when a 
half-hour period may exhaust and harm him. 

Occupation.—The convalescent needs something to do. 
(See p. 380.) The many empty hours need something to 
fill them besides looking at the ceiling, listening to the 
moans of other patients, vaguely wondering or perhaps 
worrying. The busy nurse finds it hard to realize that her 
patient has nothing to do. , 

Doing simple things, not to be dignified by the name of 
occupation, brings contentment and often joy. Looking at 
magazines, even if they are not read, watching workmen in 
the street, or passing traffic, folding gauze or making cotton 
balls, or holding a baby’s bottle take little strength and much 
time. Time is what the convalescent has too much of and 
he can waste it with glee if he only has something to waste 
it on. 

Chronic patients are often merely those with excessively 
long convalescence. Some, oi course, are hopeless cases, 
but in modern practice not many conditions are found 
irremediable. It is most important that the patient be not 
allowed to consider his case hopeless. Mental attitude has 
much to do with recovery and may make the difference 
between partial and complete, quick or slow, recuperation, 
or occasionally between life and death. 

Do not ask chronic patients each day how they are. 
Greet them instead with “Good morning. Isn’t it a nice 
day?” or ‘How would you lke to be out in this rain?” 
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Be sympathetic and attentive in listening to whatever they 
have to say about themselves, but lead away from the 
subject as soon as possible. Always speak with an encourag- 
ing tone and manner even if you cannot say that you have 
definite hope of their recovery. Remember that nearly 
everyone gets well eventually, and that even persons who 
are given up to die sometimes recover. 

The care of chronic patients, persons who are in the 
hospital week after week or month after month, involves 
many points which do not come up at all in acute cases. 
‘The nurse is apt to lose interest in these slow, discouraging 
conditions, but it is a fatal mistake to allow the patient to 
become aware of it. If the patient once suspects that his 
nurse is finding another patient or case more interesting 
than himself, he is likely to imagine slights or neglects 
which have no real existence. Try very hard and very often 
to put yourself in the patient’s place, and think how things 
would look if you were in that situation. 

If possible, change the location of the patient’s bed occa- 
sionally. Anyone tires of looking at things from exactly the 
same angle. With private patients a complete change of 
room may sometimes be a benefit: 

Do not forget that a mattress which is in constant use for 
a number of weeks becomes uncomfortable. Put your pa- 
tients into fresh beds at least every few weeks. If you 
cannot obtain another mattress, get the patient out on a 
cot for half a day while the bed is beaten and sunned and 
aired. 

If the patient is allowed to sit wp, encourage him to do so, 
promoting the idea that it means progress. If he is inclined 
to overdo, explain the reasons for being quiet. Do not 
think that he should know, but remind him. 

Find out if there are special persons whom your patient 
would like to have call and devise some means to remind or 
ask them to do it. 

Try for variety in diet, not so much from one day to the . 
next, as from one week to the next. If your patient men- 
tions anything of which he is especially fond, see if it can- 
not be procured for him. 
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If you are going downtown, do not forget that the patient 
may like some small errand done, but hesitates to ask you. 
Surprise the “‘poor old chronic” occasionally with some- 
thing brought from the outside world, an unusual postcard, 
a catchy or charming poem, a striking magazine picture, 
something which they can keep and look at rather than 
something to eat, which is soon gone. 

Remember that persons long all magnify trifles, and that 
unimportant details become to them tremendous items. Try 
to bear in mind that Mrs. Brown always wants green tea, 
that Mrs. Jones never eats eggs, that Mrs. Smith always 
sleeps on her left side and wants her bedside table handy, 
that Mrs. Jackson always wants an extra blanket over her 
feet, etc. When you go to another ward, tell the nurse who 
is your successor these little peculiarities, and the patients 
will appreciate it beyond measure. 

Do not get into a rut in the care of chronic cases. Be 
on the watch for new symptoms. A change which seems 
unimportant, and which only the nurse may have oppor- 
tunity to observe, may be the beginning. of serious trouble, 
or may indicate an unexpected chance for recovery. If 
these things be promptly reported, they give the physician 
opportunities which he might otherwise miss. | 

Occupational Therapy.—If chronic patients are able to 
do anything (as usually they are), try to get them at it. 
Express a desire for something which they can make. Give 
them something to look forward to, to plan for, or work for. 

Occupation may be begun as soon as convalescence is 
established, 7. e., when there is no longer any rise of tem- 
perature and the acute symptoms have subsided. This 
may even be before the patient is allowed to sit up, especially 
in surgical cases. 

Anything which passes away the long hours will prob- 
ably be acceptable, and from the patient’s standpoint occu- 
pation is recreative. On the other hand, occupation may be 
curative for mind or body. It may combat depression and 
discouragement, making the whole system function better 
and thereby hastening recovery. Or the occupation may be 
directly therapeutic, as when modeling or basketry enables 
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rheumatic or partly paralyzed hands to regain their func- 
tion, or jig-saw work ‘‘limbers up” a stiff ankle. 

Occupational therapy frequently gets results when treat- 
ment and medication have failed. If an occupation has 
been prescribed or approved by the physician, encourage 
the patient to continue it; see that she has the materials; 
or that she goes to the occupation room or shop at the 
proper times. 

Usually such work is in charge of a woman specially 
trained for it; but the nurse may help by pointing out cases 
who need it, or who wish something to do, and in encourag- | 
- ing those who are working, reporting when one needs help 
or materials, etc. The nurse should know the principles 
underlying occupational therapy, so that in her future 
“snecialing’ or private duty she may have this curative 
agent at her command. 

All patients should have the opportunity to hear music 
occasionally. A borrowed victrola affords much pleasure. 
All should be supplied with books and magazines, of the sort 
they like. | 

Men who have been injured and who have in consequence 
a permanent disability should be seen by a social worker, so 
that they may, before they become lazy or discouraged, be 
helped to plan their future and begin training for it. 

Easy and Suitable Occupations.—Remember that sick 
people magnify all interests, pleasant or unpleasant. <A 
small success is a great triumph; any failure, a tragedy. 
Begin, therefore, with an occupation so easy that the product 
is sure to be a success; then gradually work up to more 
difficult and complicated things. The characteristics of a 
good occupation for the sick are: It must be (1) easy; 
(2) involve little or no chance of failure; (8) be interest- 
ing enough to hold the patient’s attention; (4) involve 
movements that are beneficial; (5) produce something of 
value. 

In choosing occupations for the sick: (1) Get acquainted 
and study the patient, to know her tastes. (2) Encourage 
her and get others to do the same. (3) Induce her to work 
with other people. (4) Remember that a product of indif- 
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ferent value is better than idleness. (5) See that no occupa- 
tion is carried to the point of fatigue. 
Children.—Some occupations suited to children are: 


Paper folding and cutting. Cross-stitch. 
Coloring pictures. Modeling. 
Simple weaving. Knitting. 
Cardboard houses or furniture. Word building. 
Picture puzzles. Games. 
Making scrap-books. Raffa work. 


Playing store. 


Women.—Some suited to women are: 


Paper or ribbon flowers. Stenciling. 

Dressing dolls. Hairdressing. 

Planning new clothes. Knitting or crochet. 
Cards, especially solitaire. Crochet or braided rugs. 
Making surgical dressings. Weaving. 


Sewing, embroidery, or fine fancy 
work for short periods only. 


Men.—Some suited to men are: 


Mechanical puzzles. Netting or knotting. 
Pierced brass work. Basketry. 
Mechanical drawing. Typewriting. 
Lettering with a brush. Toy making. 
Indoor quoits. Light woodwork. 


Checkers, chess, dominoes, cards. Making surgical dressings. 


The problem of securing materials to work with is one 
which deters most convalescents from doing anything. A 
nurse can often secure these with very little effort. 


CHAPTER XXIV 


EYE, EAR, NOSE, AND THROAT NURSING 


Nurses should review their study of the anatomy and 
physiology of these parts before caring for eye, ear, nose, 
and throat cases. Otherwise their work is unintelligent and 
therefore inefficient. 


THE EYE 


Many eye cases are cared for in general hospitals, and the 
nurse must have a reasonable amount of knowledge of their 
care and of the ordinary treatments given. 

All handling of the eye must be deftly and gently done. 
Clumsy handling often causes pain and may result in injury 
to the delicate tissues. Thoroughness is essential and is not 
easy to combine with gentleness. It takes a certain amount 
of practice to become at all expert. 

Always wash your hands thoroughly before handling eyes or 
helping with an eye examination or treatment. 

Examination of Eye.—For examination with daylight the 
patient sits facing a window. 

If an ophthalmoscope is to be used, draw down the 
window shade and provide a drop light. . The light is placed 
at the back and to one side so that it shines on the patient’s 
temple. (For thorough work a dark room is needed.) 

If a child resists an eye examination, wrap it in a restraint 
sheet as explained in Chapter X XII, or hold it in the lap as 
in Fig. 157. 

Opening the Eye.—In opening the eye, or holding it open, 
be careful not to put any pressure on the eyeball. Take hold 
of the skin of the eyelid and pull it up or down as the case 
may be; hold it with your fingers against the bony edge of 
the orbit, which affords a solid place against which you may 
press without injury. Never let your fingers press into any | 
soft part. ; 
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Fic. 157.—Eye examination of a ge LDN McCombs’ ‘‘Diseases of Children for 
urses.”’ 


Fig. 158.—Putting drops in eye. 
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Instillation of drops is usually done by merely pulling 
down the lower lid until it forms a sac and placing the drops 
in this sac. Release the lid; as it closes the movement dis- 
tributes the drops over the eye. 

Do not instil more than 2 drops, as the eye will not hold 
more than this, and it merely runs out on the face. In 
instilling drops hold the dropper at least an inch away from 
the eye. Never risk getting it near enough to touch the 
eyeball. 

Droppers used for the eye should be sterile. 

Even though droppers are boiled after each using, it 1s 
' best to keep separate droppers for different drugs. Espe- 
cially, do not use for anything else a dropper which has 
been used for atropine or homatropine, as these drugs may 
cling to the rubber bulb. 

To identify droppers use those with different colored 
bulbs—red, black, or white. 

Solutions commonly used for eye instillation are: As a 
mydriatic, 7. e., to dilate the pupil, usually for examination 
of the eye, atropine or homatropine. Atropine also relieves 
congestion and puts the eye at rest so as to facilitate healing. 

Antiseptics, such as argyrol, silver nitrate, protargol, etc. 

Pilocarpin (or eserin) as a myotic, to contract the pupil. 

Eye irrigations are done with a medicine-dropper, a bulb 
Syringe, an irrigating can, or by dropping the solution from 
cotton balls. Eye specialists have very strong prejudices in 
the matter of method. Find out beforehand exactly how the 
arrigation ts to be done in each particular case. 

Irrigate from the inner corner outward. 

Never let any solution run from one eye to the other. 

Never use anything for one eye which has touched the other. 

Wash your hands thoroughly after doing eye treatments 
and do not touch your own face until you have done so. 

Needed: 


A good light. 

Kidney basin. 

Bowl of solution, lukewarm, usually 4 per cent. boric. 
Dropper or bulb syringe, sterile. 

Towel, cotton balls, sterile. 

Clean cotton. 
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Procedure.-—Wash your hands. Have the patient lie 
down with his head a little to one side. Spread the towel 
under his head. Place the kidney basin to receive the 
drainage. (The patient may hold it in position.) Protect 
the eye which you are not irrigating with a piece of cotton, 
to avoid spattering. Cleanse the edge and eyelids from any 
secretion before beginning. 

Irrigate away from the nose. Hold the syringe so that it 
slants, is not pointed directly at the eye. (If the patient 


Fic. 159.—Eye irrigation with wg RE ip McCombs’ “Diseases of Children for 
urses.”’ 


should struggle the glass point might be driven against the 
eyeball.) 

Irrigate until no discharge can be seen. 

Dry by wiping away from the nose. 

If a dropper is used, a bit of cotton may catch the irri- 
gation instead of the basin. If both eyes are to be irrigated, 
do the one least affected first. 
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In irrigating with a can use a glass tip of the shape pre- 
scribed. Hang the can low, so as to have little force to 
the stream. Use a Kelly pad to catch the irrigation or have 
an assistant hold the kidney basin. Scrub and disinfect the 
pad thoroughly after use. 

Hot applications to the eye are used to relieve pain, 
inflammation in conjunctivitis, iritis, etc. 

Needed: 


An electric stove or some means of keeping the solution hot. 

Basin of the prescribed solution, usually 2 per cent. boric. 

Compress of cotton shaped round and not too thick. 

Two wooden tongue-depressors, or an old-fashioned all-metal 
lemon-squeezer, or two butter spades. 

Rubber sheet. 

Towel. 

Paper bag. 

Boric ointment. 


Procedure.—Hawve the patient lie down in a comfortable 
- position on his back. Spread the rubber sheet and towel 
under his head. Sit beside the bed, facing him, with the 
stove and basin on the bedside table or a chair. Fasten the 
paper bag to the edge of bed or bedside table. Have the 
solution as hot as it can be borne. (If it becomes too hot, 
turn the heat off for a few minutes.) 

Protect the eyelids with boric ointment, to prevent 
burning. 

Press the water out of the compresses with the two 
tongue-depressors or the lemon squeezer. Do not let them 
drip. 

Do not let the compress come over the nose. Change 
almost constantly, as they very soon become cool. Use a 
fresh compress each time. The treatment is usually con- 
tinued for fifteen minutes and may be ordered repeated 
every hour. 

Dry the eyes gently and thoroughly after the above 
treatment. 

Never put hot applications on an eye without an order from 
the doctor. 

Cold applications are used in acute inflammation such as 
gonorrheal ophthalmia, conjunctivitis, etc. 
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Needed: 


Basin containing a small block of ice (wash ice before using), 
Moisten it with a few ounces of boric solution. 

A supply of small, thin, oval compresses of cotton or gauze, shaped 
to fit the eye. ; 

Rubber sheet and towel. 

Paper bag. 

Pair of forceps. 


Place a number of the compresses on the block of ice 
and renew as necessary. 


Fig. 160.—Putting cold compresses on eyes.—(From DeLee, ‘‘Obstetrics for Nurses.’’) 


Proceed as with hot compresses, except that the com- 
presses may be wrung out with the fingers. Lift each com- 
press, press out the excess of water, and place over the eye. 
Or use the tongue-depressors. Remove compresses with 
forceps and drop into the paper bag. 
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If there is much discharge from the eye, use rubber gloves. 

Cold compresses must be changed at least every minute 
and a half if they are to be effective. If you must discon- 
tinue the treatment for a few minutes, remove the com- 
presses. A cold compress left on an inflamed eye very soon 
becomes a hot compress. 

The treatment may be ordered fifteen minutes out of 
every hour, one hour out of two, or continuously. 


Fig. 161.—Application of medication to the eye.—(From Reid, Hoffman, Jennings, 
and Reed, ‘‘Nursing Procedures.’’) 


Ointment ordered placed in the eye is put into the lower 
lid and the upper lid carefully pulled down. Cleanse the 
lid from secretions with a weak solution of borax (not boric), 
and use a small glass rod or a cotton applicator to place the 
ointment. If the ointment is to be applied to the lids, use a 
small cotton applicator. 

If powder is to be put into the eye, sprinkle it on the 
lower lid and pull the upper lid gently down over it. 
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Removal of foreign bodies from the eye is usually accom- 
plished most easily by irrigating with warm boric or salt 
solution. 

If the foreign body can be seen, take a small sterile tooth- 
pick applicator, moisten it in boric solution (it should not 
be wet), and, holding the eye open, remove it with a quick, 
gentle stroke. 

If it is on the upper lid, it will be necessary to evert it. 
Place a small pencil or pen handle over it, grasp the eye- 


Fig. 162.—Eversion of the upper eyelid.— (From ‘‘Manhattan Eye, Ear, Nose, and 
Throat Nursing Book.’’) 


lashes and pull the lid gently out and down, rolling it over 
the rod. The object can usually be removed with an 
applicator. 

If a foreign body cannot be removed by these simple 
means, bandage the eye to limit its movement and send the 
patient to an eye specialist. If an object is embedded in 
the cornea, it requires the most skilful handling to avoid 
permanent injury. 

After an irritation of the eye, a drop of castor oil will 
usually relieve. 
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Gonorrheal ophthalmia is an infection of the conjunctiva. 
It usually occurs in the newborn (ophthalmia neonatorum) 
by infection from the mother while the head is passing 
through the birth canal. It may be prevented from devel- 
oping by the use of a drop of 2 per cent. silver nitrate (ar- 
gyrol is also used). Older children or adults may contract 
it by using infected towels, etc. It 1s an acute and serious 
disease. 

Ophthalmia cases of any severity require two special 
nurses. The patient must be isolated, and the nurse who 
cares for it must not touch or come near any other child. 
Wear a gown while in the room, leaving it at the door when 
you go out. Protect your own eyes with automobile goggles, 
and keep your hands away from your eyes even when off 
duty. In adults, no matter how well taken care of, the dis- 
ease nearly always produces blindness. 

Cold compresses are usually ordered for these cases; the 
~- technic of their application has been given (p. 387). Frequent 
irrigations and drops of argyrol or some other antiseptic are 
used. The irrigation must be thoroughly done, for if pus is 
allowed to accumulate in the eye, there is danger of the 
infection attacking the cornea, and producing an ulcer which 
permanently obscures the vision. 

If only one eye is infected, the other may be saved by 
covering it with a Buller shield; this is made by fastening 
a watch crystal with a circle of adhesive, cut to fit it exactly. 
Protect the nose with a bit of cotton. Leave a tiny opening 
at the outer corner, but be sure that the rest of the shield 
fits perfectly. Watch for symptoms of trouble and report 
- promptly if they appear. 

Trachoma (Granulated Lids).—This is a communicable 
disease, and may be carried from one person to another by 
towels, etc., or by a bit of solution spattered into the eye 
while irrigating. The granulations are cauterized, or may 
be removed by scraping under an anesthetic. The eyes are 
then bandaged and allowed to heal. 

Eye operations are done with a local anesthetic. The 
preparation consists in making the patient’s face very clean. 
If the eyelashes are ordered clipped, do this with small 
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curved scissors, anointed with boric ointment to catch and 
hold the hairs. Irrigate with warm boric afterward. 

After iridectomy and operations for cataract the eyes are 
bandaged and the nurse has no handling of them to do. 
If the bandage slips or becomes displaced, do not attempt 
to remedy it either by pulling or readjusting. Call the 
supervisor or the doctor. There is a wound extending 
across about one-third of the eyeball, the edges of which 
are held in place only by the eyelids. In cataract opera- 
tions especially, the vacant space within the eyeball left by 
the removal of the lens renders the iris liable to be dis- 
placed and permanent injury be the consequence. 

Most doctors do not allow the patient to be moved after 
operation, but do the operation on a bed. 

Such patients must not be jarred nor allowed to make 
any abrupt movement for several days. They are fed for 
a day or two upon soft or liquid diet, the design being to 
give food which does not require mastication with its con- 
sequent jarring. 

Be sure to find out just what the patient may or may 
not do, and follow orders exactly. Surgeons differ in their 
methods, and a case which seems but slightly different from 
another may require more or less precaution. There is 
always a chance of permanent injury following a blunder. 


THE EAR 


In ear troubles, the nurse needs especially to know what 
not to do. 

Never, without the advice of a doctor, put into the ear 
any fluid except warm water. 

Never put into the ear any instrument except a tooth- 
pick well covered with cotton. Insert this very carefully 
and only a short distance. 

Do not permit patients to blow the nose vigorously. It 
may drive infection through the eustachian tube. Never 
apply heat to the ear without a doctor’s order. 

Ear Examination.—If{ a small child is to have its ear 
examined or treated, it is best for the nurse to hold it in 
her lap. With the child facing sideways, she places one 
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arm around its shoulders and across its arm, her other arm 
across its head, thus supporting the head and body and 
at the same time preventing any sudden movements. If the 
child is wrapped in a sheet or blanket, it can be more surely 


Fic. 163.—Child in position for ear examination. 


and easily restrained, or the feet may be held between the 


nurse’s knees. 


Needed: 


A good light. 
A set of ear specula. 


A towel. 
Small cotton applicator, or cotton and a forceps. 


Basin for waste. 
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Since the examination is usually made with a head mirror, 
the light should be behind and a little to one side of the 
patient. The patient’s head must be held perfectly still dur- 
ing the examination, as injury may result from a sudden 
jerk while the speculum or applicator is being used. 

Ear irrigation is done: (1) To soften impacted wax or 
epithelium; (2) to dislodge a foreign body, and (8) for cleans- 
ing in abscess or suppuration. 


Fig. 1634.—Giving an aural douche—(From Reid, Hoffman, Jennings, and Reed, 
“Nursing Procedures.’’) 


It may be done with a bulb syringe or irrigating can. If 
the latter is used, it should be hung very low, on a level with 
the ear. It is best done with the patient sitting. 


Needed: 


A good light. 

Irrigating can, or basin of solution with bulb syringe. 

Warm boric solution, 2 or 4 per cent. at 105° F. Test temperature 
by running some on the inner surface of your arm. 

Towel. 

Small cotton applicators. 

Large kidney basin. 
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If the irrigation is done with a can, use a glass tip of the 
shape prescribed. Do not put it into the ear, but hold it 
just outside. A special double-flow tip may be used. 

The auditory canal of the adult ear is more curved than 
in children and differently shaped. 

In irrigating children’s ears, draw the auricle (external 
ear) downward and back to straighten the canal and enable 
the solution to reach all parts. With adults, draw the ear 
upward and back. 


Fie. 164.—Irrigating baby’s ear with iuih syringe.—(From McCombs’ ‘‘Diseases of 
Children for Nurses.’’) 


Irrigate until the solution returns perfectly clear. Do not 
get your fingers into the basin of returned solution, or any 
of it on your hands. 

Dry the canal and outer ear with cotton applicators. 
Leave a bit of cotton loosely laid in the auricle to absorb 
any additional fluid; but never place cotton tightly in the 
ear where it may act as a plug. 

If the ear is discharging freely, change the bit of cotton 
frequently. It may need to be held in place with a cap. 
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See that children who have discharging ears do not handle 
them and transfer the pus to other parts of the body. 

Myringotomy, or paracentesis (incision of the ear-drum), 
is done to provide drainage in abscess of the middle ear 
(otitis media). It is often done without an anesthetic, as the 
pain lasts only for aninstant. Yet because the ear is sensitive 
and the patient may jerk at a crucial moment, a ‘few whiffs 
of ether’’ or nitrous oxide gas may be given. 

Needed: 


A good light, adjustable. 

Set of ear specula. 

2 towels. 

Paracentesis or myringotomy knife. 
Ear forceps. 

Metal applicator. 

Sterile cotton. 

Small cotton applicators. 
Sometimes an 1rrigation can. 

Basin for waste. © 


The operation is done through a speculum with one 
quick stab which makes a straight incision and does not 
damage the ear-drum. 

The pus thus released may be wiped out or an irrigation 
done. 

After a myringotomy an irrigation is done every few 
hours. 

Patients with otitis media should be watched for symp- 
’ toms of mastoiditis or meningitis. 


THE NOSE 


In the handling and treating of the nose, as well as the 
eye and ear, there is need for gentleness. Any procedure, 
if harshly or improperly done, may cause more harm than 
good. 

A nasal examination is usually done with a nasal spec- 
ulum. It need not be sterile at the time of use, but should 
be boiled after each patient and kept in a covered tray in 
a box. 

Examination to determine the presence of adenoids is 
done with a finger in the child’s mouth, reaching up into 
the nasopharynx. 
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The Nasal Douche.—For cleansing the nose, a glass 
douche or soft-rubber nasal syringe is used. If the latter 
be employed, very little force should be given to the stream, 
as there is danger of forcing matter into the eustachian tube 
and setting up an inflammation in the ear (otitis media), 
or of forcing matter into the frontal sinus or antrum. The 
patient, lying in bed, may turn his head a little to one 
side over a low basin while the nurse injects or pours the 
solution into the nostril which is uppermost, letting it 


run out of the lower. The head may then be turned to the 
other side and the douching repeated. The solution used, 
salt solution or some antiseptic, should be blood warm. 
The douche may be given with an irrigating can and 
tubing with a bulbous glass tip too large to be inserted into 
the nose. The can should be hung low and the patient should 
stand or sit with head lowered over a basin, to prevent the 
solution from running down the throat. Use a large basin. 
Nasal Spray.—lIf the nose is to be sprayed, use the large 
tip of the atomizer, one which does not go into the nose, but 
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just to the rim of the nostril. Tip the atomizer so as to 
direct the spray back, not up. As you spray, ask the patient — 
to inhale forcibly, so as to help in reaching every part of the 
nasal cavity. 

The nose of a baby or small child may be cleansed by using 
a bit of cotton twisted on a toothpick. It should not be 
pushed far in and the handling should be gentle. 

Caution all patients against blowing the nose with any 
force. This habit is the cause of some ear troubles. 


THE THROAT 


Throat examinations need a good light. If a head mirror 
is used by the physician, the light should be behind the 
patient. If not, he should face the light (see p. 180). 

If a child is to have its throat examined, the nurse may 
take it in her lap, with the feet between her knees. She 
places her arms in front of the child’s, thus enabling her to 
restrain its movements, letting her hands come up to the 
top of its head so that it may be held quiet and a little 
back if necessary. 

It is often necessary for a nurse to ‘look at” the throat 
of a patient. Have a good light. Try having the patient 
say “ah,” leaving the tongue in its normal place. If this 
does not enable you to get a good view of the entire throat, 
use a wooden tongue-depressor. Place it exactly in the center 
of the tongue not too far forward or back. Improper placing 
of the tongue-depressor is the usual reason for failure to 
get a good view. Be sure you see to the back of the throat 
and far enough down to observe whether or not the tonsils 
are affected. 

Gargling.—Many patients do not know how to gargle 
properly, and the solution hardly touches even the pillars 
of the throat. Have them try holding the nose while gargling 
and see if the liquid will not go a little farther back. A hot 
gargle has a better effect. 

A spray or direct application (painting) is usually more 
effective than a gargle. To make a throat application, use a 
tongue-depressor and two long cotton applicators, one for 
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each side. Paint tonsils and pillars of the throat—sometimes 
the posterior wall. 

Throat irrigation is done: (1) As a means of applying 
heat in acute inflammation, tonsillitis or pharyngitis, or (2) 
to cleanse it of discharges. It is done with an irrigating 
can and tubing. Use a short straight glass tip, or a large 
curved one. The solution is usually saline or soda. Its 


Fie. 166.—Child ready for throat examination——(From Kerr, ‘Diagnostics of the 
Diseases of Children.’’) 


temperature should be about 115° F. (Ask what it shall be. 
Use a thermometer.) Hang the irrigator about 2 feet above 
the patient’s chair. 

The patient should sit or stand and can often do the 
treatment himself. 

Protect the clothing with a rubber about the neck, partly 
covered with a towel. Give the patient a gauze hand- 
kerchief. 
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Have him bend forward over a large basin set conveni- 
ently to catch the irrigation. 

Place the tube a little to one side and push it far enough 
back to wash the throat, yet not so far as to produce gagging. 
Move it to reach all parts. 

Pinch the tube or shut it off if the patient needs to cough 
or chokes. 

A throat culture is usually taken by a doctor, but may 
be done by a nurse. It is more easily done with an assistant. 
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Fia. 167.—Method of taking throat culture.-—(From Morrow, ‘‘Diagnostic and Thera- 
peutic Technic.’’) 


The culture outfit consists of two test-tubes, corked 
tightly with sterile cotton. One contains a gelatine ‘‘slant,” 
the medium upon which the culture is to be planted. The 
other contains a sterile cotton swab. 

Take out the cotton stopper from tube containing the 
swab and remove the swab without touching the edge of the 
tube. 
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Ask the patient to swallow to remove mucus. 

Holding the tongue down with a wooden depressor, swab 
quickly over the surface of each tonsil. 

Remove the stopper carefully from the gelatine tube, 
hold it so that it does not come in contact with anything, 
run the swab carefully into the tube without touching the 
edge and rub it gently over the gelatine, thus inoculating it 
with or planting on it the material from the throat. Record 
carefully. 

Place the infected swab in its tube. Label the specimen 
carefully with patient’s name, ward, date, and for what it is 
to be examined. 

A nasal culture is taken in a similar manner. 

The swab must be introduced deftly into the nose, up 
-and back, inserted about 4 inches so as to get material from 
far back in the nose. Swabbing the front of the nose usually 
gets only a little mucus and is valueless. 
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CHAPTER XXV 


BANDAGING 


Bandages are used: (1) To keep dressings in place; (2) to 
give support; (3) to apply pressure; (4) to prevent or limit 
motion. 


Fig. 168.—Forming a core of a roller bandage.—(From Cowan, “Bandages and Bandag- 
ing for Nurses.’’) 


Bandages are made of gauze, muslin, crepe paper, flannel-' 
ette, wool flannel, elastic cotton mesh, rubber elastic, 
crinoline, plaster of Paris, ete. Gauze bandages are those 


most commonly used. 
402 
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Kinds of Bandage.—The bandages in common use are: 
(1) The triangular; (2) the tailed; (3) the roller. 

A triangular bandage is made from a square of muslin, 
folded or cut diagonally; if cut, the edges should be hemmed. 
The size varies according to the use to which it is to be put. 

A tailed bandage is made of muslin or flannelette, with the 
tails torn the requisite length and width. The commoner 


Fic. 169.—Rolling a bandage.—(From Cowan, ‘Bandages and Bandaging for Nurses.’’) 


ones are the four-tailed and the many-tailed. The Scultetus 
is a modified many-tailed bandage. 

A roller bandage is of gauze or muslin, torn or cut into 
long strips, 5 to 10 yards in length, the selvedge removed 
and all ravellings; it is wound tightly into a roll. 

Nurses should know how to make and roll bandages by 
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hand, as a bandage roller is not always available. To roll, | 
fold one end of the strip back and forth upon itself, using 
about three-quarters of a yard. Make a very tight, firm 
roll of this for a core, rolling it on your lap. Grasp this 
firm roll in your left hand, the thumb and first finger at 
either end, hold the strip of bandage with the right hand 
(Fig. 169) while you roll with the left. After considerable 
practice one can do it very quickly and smoothly. 

Roller bandages must be wound tightly. A loose roll is 
impossible to use. 


f 


Fie. 170.—How to adjust an arm sling. 


The proper application of a bandage requires a degree of 
skill which is attained only after repeated practice. 

A correctly applied bandage should be neither too tight 
nor too loose. It should remain in place twenty-four hours 
without readjustment while the patient is moving about in 
a normal manner. : 

An uncomfortable bandage is not properly applied. 

A bandage which slips out of place with ordinary move- 
ments is not properly applied. 
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A neat looking bandage is not necessarily well put on. A 
good appearance Is eminently desirable, but firmness should 
not be sacrificed to obtain it. | : 

Triangular bandages are nearly always emergency ban- 
dages. The arm sling is an exception. 
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Fic. 171.—Triangular bandage applied to the hand.—(Warwick and Tunstall.) 


To apply an arm sling, spread the bandage over the front 
of the patient’s chest, as in Fig. 170, the diagonal side 
coming at the wrist of the. arm to be bandaged, the right- 
angled corner at the elbow. Place the two slender ends at 
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either side of the neck and tie at the back or side. Fold 
over and pin neatly the point at the elbow. The bandage 
should be fastened high enough to give a firm support. 


Fia. 172.—-The triangular bandage applied to the foot.—({Warwick and Tunstall.) 


A small triangular bandage may be used to envelop the 
whole hand; it is applied as in Fig. 171. A similar one may 
be used for the foot. It may also be applied to the knee, as 
shown. 


be 


Fia. 173.—Triangular bandage applied to the knee. 


For the head, it may be put on bandana-fashion, crossed 
at the back, the ends brought up and tied in front. The 
point at the back should be neatly tucked in. 
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It can be applied to the chest, either front or back, but is 
not firm enough to hold dressings, unless they are pinned to 
it (Figs. 175, 176). 
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Fie, 174.—Triangular bandage applied to the head. 


Tailed bandages are applied with more ease to the patient 
than are roller bandages; in some cases they stay in place 


Fic. 175.—Triangular bandage for the chest. 


better than any other sort of bandage, in others not so well. 
-They are excellent for holding wet dressings or poultices in 
place. . 

The T-bandage, named from its shape, is best made 
double and stitched; it is of unbleached muslin, One por- 
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tion fastens about the waist, the other goes down and up 
again between the thighs. It is used for holding in place 
vaginal dressings or those placed over the rectum or per- 
ineum. For men, a “split’? T-bandage is used. 


Fic. 176.—Triangular bandage of the back. 


A four-tailed bandage may be used for the forehead (Fig. 
178) or for the jaw (Fig. 179). By making the tails narrow, 
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Fig. 177.—T-Bandage. 


it may be applied to the eyes. It is also applicable as an 
emergency bandage to the knee or elbow; in this case it is” 
brought around and back over itself to be fastened. 
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The many-tailed bandage may be used as an abdominal 
binder, the corresponding tails being brought to the front, 
lapped over each other, the next two over these, and so on. 


Fie. 178.—Four-tailed bandage to fore- Fic. 179.—Four-tailed bandage of the 
head. chin. 


The Scultetus is a many-tailed bandage in which the edges of 
the tails overlap and are stitched firmly at the center, leaving 
the ends free. It makes a firmer bandage than the other 


Fie. 180.—Four-tailed bandage for the Fie. 181.—Applying Scultetus bandage. 
eyes. 


form. When used as an abdominal bandage, there should be 
two perineal straps to prevent its slipping up. For the 
chest, these two straps go over the shoulders, to hold it up. 
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Specially shaped and fitted bandages with several tails may 
be used for hip or shoulder. 


Fig. 182.—Abdominal Scultetus.—(From Cowan, 
Nurses.’’) 


“Bandages and Bandaging for 
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Fig. 183.—Roller bandage. 


The Roller Bandage.—Select an appropriate width, using 
one too narrow rather than too wide. Finger bandages may 
be 3 to ¢ inch wide; hand bandages, 1 inch; arm or head, 
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13 to 2 inches; shoulder and thigh, 23 to 3 inches; body ban- 
dages may be 4 to 8 inches. 

Start with the outside of the roll next to the body. 

As a rule, bandage from left to right. 

Stand directly in front of your patient while bandaging. 

Always bandage from yourself, toward the center of the 
body, that is, wp a limb, not down it. (There are one or 
two exceptions to this rule.) 

Keep the roll of bandage close to the part you are working 
on, and unwind no faster than is necessary. 

As you begin, wind two turns around the limb to fasten it 
in place and prevent slipping. 


Fig. 184.—Methods of fastening a bandage.—(From Cowan, ‘‘Bandages and Bandaging 
for Nurses.’’) 


Let each turn of the bandage overlap two-thirds of the 
previous one, so that there will be at least three layers of 
bandage over every part. If you attempt to economize too 
-much, the bandage does not stay in place. 

Try to bandage firmly, but not tightly. Have the bandage 
make an even pressure, so that it does not cut into the flesh 
at one place and become loose at another. 

Place the part to be bandaged in the position in which it 
is to remain. The arm should usually be bandaged with 
the elbow bent. Neglect of this point may cause serious 
interference with the circulation. ; 

Do not bandage the forearm without including the hand, 
nor the leg without including the foot; to do so is uncom- 
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fortable to the patient and may interfere with the circu- 


lation. 


Fic. 185.—Spiral reverse bandage.—(From DaCosta, ‘Modern Surgery.”’) 


Leave finger-tips and toes uncovered. If the bandage is 
too tight and interferes with the circulation, the nails will 


Fia. 186.—Making a reverse turn.—(From Cowan, ‘‘Bandages and Bandaging for 
Nurses.’’) 


become blue. The fact must be reported so that the bandage 
may be loosened. 

Head bandages may pass under the chin, but never entirely 
around the neck. 
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To fasten a roller bandage: (1) Turn the end under so as 
to make a blunt point, and pin with a small safety-pin 
placed in the long axis of the bandage; (2) split the end for 
several inches, wind the ends around the limb in opposite 
directions, and tie in a bow-knot; (3) sew with a few loose 
stitches; (4) fasten with a short strip of adhesive. 


Fic. 187.—Figure-of-8 of the va aes oat hai ‘‘Bandages and Bandaging for 
urses.”’ 


Never place a pin or a knot over a bony prominence or 
over a wound. With a body bandage, pin at the front. 
With a head bandage, at the temple. 

To remove a roller bandage, gather it loosely in the hand 
as you unwind it, passing it from one hand to the other, as 
you carry it around the limb. 

Do not cut a bandage off unless: (1) It is soiled and too 
flimsy to be washed; (2) the patient will be hurt by the 
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Fie. 188.—Spica. of the Fia. 189.—Spica for the Fic. 190. — Recurrent 
shoulder.— (From DaCosta, hip. turns on tip of finger. 
“Modern Surgery.’’) 


Fig. 191.—Recurrent turns on ees Lee Cowan, ‘‘Bandages and Bandaging for 
urses.’’) 
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movement involved in unwinding it; (3) time is of vital 
importance. (In most cases it actually takes no more time 
to unwind a bandage than to cut it off.) 

Bandages are expensive, and should be used over again, or 
washed, if possible. 


Fig. 192.—Stump bandage.—(From DaCosta, ‘‘Modern Surgery.’’) 


The spiral bandage is passed round and round a limb, each 
turn being a little higher than the previous one. In order 
to make it fit, one must usually use reverses. These are 


Fia. 193.—Capelline bandage. 


made by placing the thumb or finger firmly on the bandage 
as you turn it over obliquely; this changes its direction. 
Reverses should not be made over a bony prominence or 


over a wound. They are best placed at the outer side or 
back of a limb. 
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The figure-of-8 bandage is used chiefly in bandaging a 
joint, though it is applicable to other places. Make the first 
turns about the middle of the joint, then carry the bandage 


Fia. 194.—Bandaging one eye.—(From Cowan, ‘‘Bandages and Bandaging for Nurses.’’) 


Fie. 195.—Binocular bandage.—(From DaCosta, ‘‘Modern Surgery.’’) 


alternately above and below the joint, going back obliquely 
underneath. If well put on, the joint may be used very 
freely. 
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. Fria. 196.—Mastoid bandage.—(From ‘‘Manhattan Hospital Eye, Ear, Nose, and Throat 
Nursing.’’) 


Fig. 197.—Tied mastoid bandage.—(From Cowan, ‘‘Bandages and Bandaging for 
Nurses.’’) 
27 
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A spica is a figure-of-8 bandage with unequal parts. It is 
used chiefly for the shoulder, the hip, and the thumb. For 
the shoulder, the small loop goes around the arm, the large 
loop around the chest. For the hip the smaller loop goes 
around the thigh, the larger, around the abdomen. 


Fia. 198.—Velpeau’s bandage.—(From DaCosta, ‘‘Modern Surgery.’’) 


A spica may have the turns ascending or descending as 
they overlap each other. 

The recurrent bandage goes back and forth over itself or 
slightly to one side or the other of the first turn. It is used 


Fig. 199.—Breast binder.—(From DeLee, ‘‘Obstetrics for Nurses.’’) 


in bandaging the ends of fingers, a stump where a limb has 
been amputated, or on the head. 

Lay the turns loosely back and forth with the right hand, 
holding them in place with the left. Make a right-angled 
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reverse and wind the bandage around the limb to hold these 
turns in place; finish with a spiral going up the limb. 

A recurrent bandage of the head may be made with right- 
angled reverses at front and back; or with a double roller, in 
which case one roller goes round and round the head, the 
other makes the recurrent turns, passing under the round- 
and-round turns which hold the recurrent turns in place, the 
so-called capelline bandage. 

A bandage for one eye (monocular) is a kind of figure-of-8. 
A bandage for both eyes (binocular) is an equal-sided figure- 
of-8. 

A mastoid bandage requires special and careful adjust- 
ment (Fig. 196). If arranged with a tie at front and back, 
it stays in place much better (Fig. 197). 

Velpeau’s bandage, for holding the arm in place in frac- 
ture of the clavicle, requires two or usually three wide 
rollers. It is best taught by demonstration. 

There are many sorts of fitted bandages or binders. The 
fitted breast binder used in obstetric cases is one of the most 
common. 


CHAPTER XXVI 


HOSPITAL EMERGENCIES 


Tuts chapter will deal only with emergencies met with or 
treated in a hospital or out-patient department. 

Many emergencies occur in the wards of a hospital, which 
must be met by student nurses. 

General Principles of Action——When anything goes sud- 
denly wrong with a patient and the condition seems serious, 
the nurse should send at once for help, but should not go. 
She owes it to the patient to remain with him; and, as a rule, 
immediate help, though unskilfully given, is more effective 
than skilled help which arrives a little late. 

If the nurse is unable to summon help and must go her- 
self, it becomes a matter of judgment as to whether she shall 
first attempt to control the situation alone or run the risk 
of what may happen while she is gone. 

In sending for a doctor state, if you can, what is the 
matter. There may be some person or appliance he would — 
like to bring with him. Do not, except in poisoning cases, 
administer drugs without a doctor’s order. 

Do not attempt procedures which are usually done by a 
doctor except when absolutely necessary. 

Keep the patient from knowing the gravity or extent of 
the trouble and so becoming frightened. 

Keep other patients from knowing that anything of im- 
portance has occurred. 

A nurse must, absolutely must, exercise self-control in 
emergencies. She must learn not to lose her head, but to 
think before she acts, and not to let the patient become 
alarmed by any exhibition of anxiety on her part. If she can- 
not do these things with fair success, she may question 
whether she has not mistaken her calling. 

Shock to a greater or less degree always follows operation. 
It also occurs after fright or accident, after violent emo- 
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tion, or extreme pain, blows or pressure over the heart or 
large plexuses of the sympathetic nervous system, and may 
be severe, out of proportion to the injury. Children may 
have more or less shock in proportion than grown people. 
A very young baby gets little shock from an operative pro- 
cedure; yet a child may die of shock following an accident 
without serious injury. 


Fie. 200.—Forced flexion of the elbow.—(From Morrow, “Immediate Care of the 
Injured.’’) 


The symptoms are muscular weakness, rapid and weak 
pulse, cold skin, subnormal temperature, pallor, or more 
commonly cyanosis (blueness), and prostration. 

The treatment is heat and stimulation, both of which 
have already been discussed (Chapters X and XX). 

Collapse is practically the same as shock. The term is 
used in connection with illness or poisoning. 

Hemorrhage is one of the commonest emergencies met 
with in hospital practice. 
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If a nurse is in doubt as to whether or not bleeding is 
serious, she should always be on the safe side. Bleeding 
which might not be of importance to a well person may be 
serious to one weakened by disease or operation. 

Hemorrhage from a wound is usually best controlled by 
direct pressure upon the bleeding point. A hard roll or wad 
of sterile gauze should be held tightly against the bleeding 
place till the blood has time to clot. If the bleeding is in 
the leg or arm, try elevating the part; or flex the limb strongly, 
pressing the vessels in the bend of the elbow or knee; or 


Fig. 201.—Improvised tourniquet.—(de Nancrede.) 


try pressure on the inner surface of the limb against the 
brachial or femoral artery which supplies the part. 

If a raw surface is oozing, the application of adrenalin will 
usually stop it. 

It is rarely necessary to use a tourniquet. If one is put 
on, it should not be left more than half an hour; at the end 
of that time, loosen it for an instant and reapply it if neces- 
sary. 

Hemorrhage from the Lungs (Hemoptysis).—This may 
be recognized by the bright color of the blood and its frothy 
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consistency. The blood comes up with cough, even though 
it may be but slight. 

Prop the patient into a sitting position, and keep him 
absolutely quiet. Ice-bags may be put upon the chest, and 
morphine may be ordered given hypodermically to control 
the desire to cough. 

Hemorrhage from the Stomach (Hematemesis).—In this 
the blood is dark, may be mixed with food or mucus, is clotted, 
never frothy, and is vomited or regurgitated. 

Have the patient lie quietly and try to control any desire 
to retch or vomit. Put an ice-bag over the pit of the stomach. 

Hemorrhage from the Mouth, Nose, or Throat.—Blood 
from these three sources may be bright in color, is apt to 
be stringy, having mucus or saliva mixed with it. (It may 
be confused with hemorrhage from the lung if the charac- 
teristics of each are not known.) 

If it comes from the mouth or throat, rinse the mouth or 
gargle with ice-water; give the patient small pieces of cracked 
ice to swallow. Alcohol diluted with very hot water may 
also be effective. 

In hemorrhage from the nose (epistaxis), have the patient 
keep the head upright, letting the blood run down the throat 
in preference to bowing the head over a basin. Apply 
cloths wrung out of ice-water to the outside of the nose and 
to the back of the neck. Do not allow the patient to blow 
the nose. 

Hemorrhage in Typhoid.—In hemorrhage from the intes- 
tines, due to typhoid or other cause, keep the patient quiet 
and put an ice-bag on the abdomen. The foot of the bed 
may be elevated. 

Internal Hemorrhage.—In typhoid or other internal hem- 
orrhage there may be little external bleeding, but the symp- 
toms of internal or concealed hemorrhage may be present. 
These have been given in Chapter X—weak, rapid pulse, 
sighing respiration, pallor, air-hunger, sudden drop in tem- 
perature, etc. Nothing can be done except to keep the 
patient quiet and to reassure him, elevate the foot of the 
bed, and apply an ice-bag to the abdomen, meantime using 
every effort to get the surgeon there as quickly as possible, 
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Hemorrhage from Circumcision.—If a baby bleeds fol- 
lowing a circumcision, send for the doctor at once, as chil- 
dren bear badly even a small amount of hemorrhage. If 
there seems to be an oozing, a few drops of adrenalin may 
be applied directly to the part. If a tiny spurt of blood can 
be seen, grasp a bit of the tissue with a small artery forceps. 

Pulse in Hemorrhage.—-Remember that the condition of 
the patient’s pulse usually tells better than anything else of 
the severity of the hemorrhage. 


Fie. 202.—Finding the uterus in postpartum hemorrhage. 


Stimulation in Hemorrhage.—Do not give stimulants to a 
patient who has had a hemorrhage. They increase the heart 
action and render the bleeding likely to continue or recur. 

Postpartum Hemorrhage.'—In hemorrhage from the 
uterus following childbirth, the nurse must not leave the 


1Given for the sake of completeness, 
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patient even to call for help. The bleeding is due to relaxa- 
tion of the uterine muscle and the only means of stopping 
the flow is to get that muscle to contract. Pull up the ab- 
dominal binder, find the uterus, grasp and squeeze and 
knead it, thus stimulating contraction. If you cannot find 
the uterus, knead the abdomen deeply in the vicinity of the 
umbilicus, and as a rule, you will shortly feel a mass growing 
firm under your hand, signifying that the organ has begun 
to contract. 

The one thing of importance in postpartum hemorrhage 
. is to keep hold of the uterus, rubbing, kneading, and stimulat- 
ing it. Do not release your hold for any purpose until it 
is well contracted. 

If another nurse arrives before the doctor, have her pre- 
pare a hypodermic of ergot (preferably the aseptic ergot) 
as much as the syringe will hold. The doctor may wish it 
_ given when he arrives. (The injection is made deep into 

the muscles of the hip.) ! 

Elevate the foot of the bed as high as can be managed. 
Cover the patient warmly and open the windows for fresh 
air. If she complains of thirst, give her plenty of cold water 
to drink. 

Fire.—Quick action and doing the right thing are neces- 
sary in case of fire. Many lives have been lost when a simple - 
matter like shutting a door might have saved them. 

Principles-—Fire is the union of oxygen with inflam- 
mable materials. If the oxygen of the air is shut off, the 
fire must go out. 

Blankets or rugs are therefore ideal for the extinguishing 
of small fires, if applied rightly. Fire extinguishers are 
composed of some combination of substances which releases 
CO, and smothers the flame. 

Drafts favor the spread of fire. Therefore, shut doors 
and windows in order to limit fires. Stairways and elevator 
shafts are very terrible producers of drafts in cases of fire. 

Distinguish promptly between a fire which you may con- 
trol and one which is beyond your power. A burning object 
may be extinguished by one person. A flame coming through 
a floor, ceiling, or partition needs the fire department, 
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If anything catches fire, do not attempt to pick it up or 
remove it, as this is sure to result in badly burned hands. 
Throw a rug or blanket over it. Water is not always effec- 
tive, though it may be tried, likewise salt solution if it is at 
hand. Get a fire extinguisher.! Bedding or rugs are always 
available in a hospital and smothering out a flame is usually 
the quickest way. If a person’s clothing catches fire, wrap 
him quickly and tightly in a rug or blanket. Hold the blanket 
in front of you and wrap from above down to prevent the flame 
coming against the face. Lay him on the floor if possible. 

If your own clothing catches fire, ze down and roll your- 
self in a rug or blanket. The flame spreads less rapidly 
than when one is standing. 

Burns.—For the immediate treatment of a burn from 
fire, steam, or hot-water, apply sterile vaseline freely. 

If the burn is from an acid, as nitric or sulphuric, apply 
a strong solution of baking or washing soda. 

If the burn is from an alkali or caustic, as lye, caustic 
soda, etc., bathe it with diluted vinegar or any weak acid 
solution. | 

If the burn is from carbolic acid, either internally or ex- 
ternally, use plenty of alcohol. If this is not at hand, whisky 
or brandy may be substituted. Denatured alcohol will do, 
but not wood alcohol. 

A scald is a burn from hot water, steam, or moist heat. 
The treatment is the same as for burns. 

Frost bite is treated by gradually thawing the part with 
cold water. The effect of extreme cold is the same as that 
of extreme heat; the after-care is therefore similar. 

Small wounds are of great importance in a hospital. 
Many more bacteria are present than in ordinary life and 
usually they are more dangerous or virulent ones. Never 
disregard a scratch or prick, as a good many doctors and 
nurses have lost their lives by such means. 

No matter how slight the injury, scrub the wound well, 
dry and apply tincture of iodine deeply. If there is redness 


1Most hospitals now have fire drill. It should include methods of 
putting out small fires, the use of fire extinguishers, and the knowledge 
of their location. 
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the following day, put on a wet antiseptic dressing and keep 
it moist. If there is pain, have a doctor see it promptly. 

For a bruzse, use first cold water to contract the tissues 
and prevent the blood from getting much into them. After- 
ward apply moist heat to promote absorption. 

For a sprained ankle, put the foot into a deep basin or 
tub of water as hot as can be borne. Keep it there until the 
doctor arrives. 

Fainting (syncope) is due to a deficiency of blood in the 
brain. It may be due to loss of blood, to weakened heart 
. action, or the stimulation of the vasomotor center. The 

latter explains fainting from fright or emotion. 

Nature suggests the treatment by causing the person to 
fall. Lay him flat with the head low, even hanging over the 
edge of the bed, loosen the clothing about the neck and 
chest, bathe the face with cold water, open the windows; 
_hold ammonia or smelling salts to the nose. Heat may be 
applied over the heart. 

Do not attempt to give anything by mouth. After return 
to consciousness, a dram of aromatic ammonia may be 
given, or a hot drink. 

Note the length of time that the patient remains uncon- 
scious. Note the color of face and lips and the quality 
of the pulse. Hysterical fainting may occur with red lips 
and a good pulse. 

Pallor, especially of the lips, or cyanosis, and a poor 
pulse, are alarming symptoms. | 

Have the patient remain lying down for some time after 
a fainting attack. 

Sunstroke is due to prolonged exposure to the sun, es- 
pecially if one is exercising. Its symptoms are those of 
shock with the addition of a very high temperature, 108° 
to 115° F., and interference with respiration. (It may be 
gasping and shallow or deep and stertorous.) Sunstroke is 
thought to be due to the effect of the actinic rays of the sun 
on the nervous system, to lack of balance between heat 
loss and heat production (it rarely occurs in very dry cli- 
mates), to depression of the heat-regulating center. 

Heat stroke is similar, but may occur indoors or at night. 
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The treatment is quiet and hydrotherapeutic treatment 
to reduce the temperature; slush or spray baths are often 
used. Stimulants may be ordered, or the intravenous in- 
jection of salt solution. 

Heat exhaustion may be produced by the same conditions 
as heat stroke. The symptoms are those of shock; the tem- 
perature is subnormal. 

The treatment is that for shock, but stimulation, rest, and 
quiet are necessary. 

Patients who have had sunstroke or heat prostration of 
any sort are liable to a recurrence from less exposure. Men- 
ingitis may follow an attack. 

Convulsions are involuntary contractions of the voluntary 
muscles. They are due to intense stimulation of the nerve 
centers: such stimuli may be pressure, poisons, toxins, or 
may be reflex, especially in children, from such causes as 
indigestion, presence of worms in the intestines, ete. They 
may be hysterical. The contractions may be clonic, inter- 
mittent; tonic, continuous; or epileptic. (See below.) ‘Tonic 
convulsions may be fatal, due to paralysis of the muscles of 
respiration. 

Frothing at the mouth is due to the rapid contraction of 
the muscles of the mouth. 

Convulsions may be local, involving but one portion of the 
body, or general. (Writer’s cramp and hiccough are local 
convulsions—also called spasms.) 

Convulsions in children come from apparently slight 
causes, as their nervous systems are easily upset. 

Hysterical convulsions are difficult to distinguish; the 
patient does not bite the tongue or urinate involuntarily. 

Very little can be done in case of convulsions except to 
keep the patient from biting his tongue or injuring himself 
by falling, etc. The duration of the seizure should be 
noted by a timepiece and its special characteristics observed 
so that you may be able to describe them for the physician. 

For convulsions in a baby, put the child quickly into a 
warm bath. It is not always necessary to take time to un- 
dress it, as the clothing may be removed while it is in the 
bath. Give an enema afterward. 
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Epileptic attacks are similar to convulsions. They are 
almost always preceded by an aura or short period of pe- 
culiar, characteristic feeling. The patient is unconscious, 
twitching, frothing at the mouth, or may cry out. The 
attack may be followed by a short period of delirium. No 
special treatment can be given. The nurse should remain 
with the patient, keep him from incurring any injury, and 
note the length of the attack. 

Apoplectic seizures may be confused with convulsions or 
epileptic attacks. The chief difference is that the con- 
vulsions are one sided. 

In apoplexy the pulse is strong and slow, the skin hot and 
dry; the temperature low. There is hemiplegia, stertorous 
breathing, and the pupils of the eyes are unequally dilated. 

Asphyxia is unconsciousness due to interference with the 
oxygenation of the blood. It may be due to: (1) Mechan- 
ical interference with breathing, as pressure on the trachea 
or obstruction by edema, a diphtheritic membrane, or the 
“presence of water as in drowning; (2) inhalation of poison- 
ous gases or fumes; (3) paralysis or tonic contraction of the 
muscles of respiration; (4) depression of the respiratory 
center by drugs, etc. 

The symptoms are cyanosis, especially of the lips and 
finger-nails, but also more or less of the whole body, anxious 
expression, labored breathing (dyspnea). 

Relief should be obtained within five minutes or death is 
imminent. | 

Find and remove the cause if possible. Give artificial 
respiration and later warmth and stimulation. 

Artificial Respiration.—If a patient, from any cause, sud- 
- denly ceases to breathe, the nurse should send for help and 
meantime attempt artificial respiration. For an adult, 
Sylvester’s method is probably the most satisfactory. Place 
the patient flat on his back, remove the pillow, stand at his 
head, and, grasping his elbows, press them close to his sides, 
striving to push in the ribs and expel the air from the chest. 
Then pull the arms slowly up over the head, permitting the 
chest to expand to its fullest capacity. Lower the arms and 
repeat the pressure upon the chest. Continue, alternately 
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Fia. 204.—Artificial respiration, Sylvester’s method: expiration. 


raising and lowering the arms. Be careful not to make the 
movements more rapid than a person ordinarily breathes, 
eighteen to twenty times a minute. Artificial respiration is 
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- Fra. 205.—Artificial respiration to baby, DeLee’s modification of Byrd’s method: in- 
spiration.—(From DeLee, “Obstetrics for Nurses.’’) 


Fie. 206.—Artificial respiration to baby, DeLee’s modification of Byrd’s method: ex- 
piration.—(From DeLee, ‘Obstetrics for Nurses.’’) 


sometimes rendered ineffective by being done too rapidly to 
give the chest time to expand. 

The Schaefer method is also excellent and in many cases 
the best. The patient is placed flat on his chest with face 
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turned to one side. Press with hands flat on the back over 
the lower ribs, firmly and gradually; then relax. Count five 
slowly for each pressure and relaxation. 

In giving artificial respiration to a baby, grasp the legs 
in one hand and with the other support the back and head. 
(A part of the clothing should have been removed.) Double 
the child up, pressing its head and knees against the chest; 
then undouble it, bending the head back and leaving the 
chest free. Repeat, not too rapidly. Be sure that the room 


Fia. 207.—The Draeger pulmotor in use. 


t 


is warm, or the child may become chilled from the neces- 
sary exposure. Have a mustard bath prepared (a heaping 
teaspoonful of mustard to a small tub of warm water), and 
dip the child into it for a minute; the stimulation may start 
respiration. Occasionally hold the baby head downward 
and with the finger wrapped in gauze clear out any mucus 
which may be in the throat. Continue artificial respiration 
until help arrives, even if there be no visible effect from it. 

Many hospitals have a pulmotor, or lungmotor, for giving 
artificial respiration. There are various types. Nurses 
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should learn how the machine works and be able to help the 
doctor use it. 

Mistakes in Medicine.—If a wrong dose of medicine has 
been given, report it immediately. If you are not sure that 
a mistake has been made, it is best to act as though it had. 
Induce vomiting by some means (unless the drug was car- 
bolic acid or a caustic), by giving mustard and water, strong 
salt and water, or try running the finger down the throat. 

If help does not arrive shortly, the nurse is justified in 
giving the following: 

For bichloride, the raw whites of eggs, one to 4 grains of 
the drug. 

For carbolic acid, aleohol, whisky, or Epsom salt. 

Poisoning must be given prompt treatment to be successful. 
Be self-controlled, do not alarm the patient, send at once 
for a doctor, and get things ready for him to use on arrival. 

Poisons are of two sorts, irritant and narcotic. 

Irritant poisons, if taken by mouth, produce nausea, vomit- 
ing, gastro-intestinal pain, and finally collapse with all its 
attendant symptoms. 

Narcotic poisons depress the system and may cause 
death from paralysis of respiration. The patient is uncon- 
scious; the pulse may be good. 

General Principles of Treatment.—1. If the poison is 
known, give the chemical antidote, either directly by mouth 
or through the stomach-tube. Get it into the stomach by 
the quickest means. Disregard vomiting. 

Some of the commoner antidotes are: 

Acids—alkalies, such as soda, magnesia, chalk, soap. 

Alkalies—such as lye, caustic soda, ete.; acids such as 
vinegar, dilute hydrochloric acid, ete. 

Arsenic—iron hydroxide (made from tincture of iron 
chloride and ammonia), lavage. 

Bichloride of mercury—white of egg (one to each 4 ee. 
milk, lavage. 

soli acid—aleohol (not wood alcohol), Epsom salt, 
lavage. 

Illuminating gas—fresh air, oxygen, artificial respiration. 

Lodine—starch, flour, lavage. 

28 
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Opium, morphine—potassium permanganate, tannic acid, 
lavage. 

Lead compounds—Epsom salt. 

Oxalic acid—lime-water, chalk, magnesia. 

Strychnine—tannic acid, lavage. 

2. Produce vomiting by giving mustard and lukewarm 
water, salt and lukewarm water, by tickling or touching the 
back of the throat, or wash the stomach with a tube. 

When all of the poison possible has been removed from 
the stomach, treat symptoms; irritation by soothing drinks 
or complete rest; collapse by heat and stimulants, given 
hypodermically; poor pulse by a heart stimulant; failure in 
respiration by artificial respiration. 

If the poison was not taken by mouth you can only 
promote its elimination by all appropriate means and treat 
symptoms as they arise. 

Foreign bodies in the eye are best removed by irrigating 
with saline or boric. If this is not effective, call a doctor, 
preferably one familiar with eye work. 

Foreign bodies in the ear do no special harm for a short 
time, if let alone. An insect may be removed by filling the 
ear with warm water. Do not use water if the object is a 
seed of any sort. Do not attempt to remove any object by 
the use of any sort of an instrument, as serious damage may 
result. Send the patient to an ear specialist. 

Foreign bodies in the nose may be removed by sneezing 
or pressing on the other nostril and blowing the nose, or an 
irrigation may be done. If these are not effective after a 
few trials, take the patient to a doctor. Do not use any 
instrument. 

A foreign body in the larynx or trachea is serious. Nature 
endeavors to remove it by choking and coughing. Place 
the patient with head down and slap sharply between the 
shoulders. Send for a physician if relief is not speedy. 

An open safety-pin in the throat requires skilled handling, 
usually by a throat specialist. 

If a patient swallows any foreign body, do not give a 


cathartic, but feed bread, potato, cereal, etc. Inspect the 


stools until the object is found—usually the second day. 
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ABBREVIATIONS in drug work, 197, 
198 
Abdomen, observation of, 213 
Abdominal belt, 322 
examination, 182, 183 
operations, 322 
care after, 322 
paracentesis, 318 
Accidents with thermometers, 148 
Accuracy in observing and report- 
ing, 211, 212, 220 
Acidosis after anesthetic, 176 
Acids, poisoning by, 433 
Actinotherapy, 281 
Adenitis, tubercular, 358 
Adenoidectomy, 323 
Adhesions following operation, 323 
Adhesive, removal of, 192, 300 
sterilizing, 298 
strapping, 304 
Admission bath, 56 
of patients, 54, 55 
Affusion, 264, 265 
Air bed, 44 
Air-borne infection, 236 
Air-hunger, 168, 423 
Airing bed, 34 
Aleohol rub, 74; 91, 92 
sponge, 263, 264 
_ Alkalies, poisoning by, 433 
Aluminum mitts, 372, 373 
gi treatment of burns, 303, 
304 
Amount of sleep, 221 
Amputation of breast, 324 
of extremity, 323, 324 
Amy] nitrite, giving, 204 
Anemia, 343 ~ 
diet in, 343 
Anesthesia, preparation for, 160, 
165 
Anesthetic, assisting with, 165 


Anesthetic, care after, 167 et seq. 
for old people and children, 177 
Angina pectoris, 346 
Anterior poliomyelitis, 353 
Anthelmintic enemata, 284 
Antimeningococcic serum, intro- 
duction of, 321 
Antiphlogistin, 133, 134 
Antityphoid vaccine, 250 
Apopletic seizures, 429 
Apoplexy, 344 
Apparatus for aspiration, 317 
for baking, 269 
for giving oxygen, 287, 288 
Appearance of patient, 212 
Appendectomy, 323 
Appetite, how to stimulate, 64 
observation of, 213 
Application of cold, 1380 
of ointments, 135, 186 
of plaster cast, 305, 306 
Applications to eye, cold, 387-389 
hot, 387 
to throat, 398 
Area prepared for operation, 162, 
163 
Arm bath, 274 
sling, 404, 405 
Arsenic, poisoning by, 433 
Arteriosclerosis, 343, 344 
Artificial feeding for babies, 367 
stools characteristic of, 369 
respiration, 429-432 
by pulmotor, 432 
Byrd’s method, 431, 432 
Schaefer method, 431, 432 
Sylvester’s method, 429, 430 
sunlight, 280, 281 
teeth, care of, 51 
Ascending spica, 418 
Asepsis, medical, 238-243 
Asphyxia, 429 


435 


436 


Asphyxiation, use of pulmotor in, 
432 
Aspiration, 314-318 
apparatus, 317 
of pericardium, 318 
Assisting with anesthetic, 165 
with surgical dressing, 192, 193 
Asthma, bronchial, 345 
Attack, epileptic, 429 
Aura in epilepsy, 429 
Auscultation towel, use of, 181 
Axillary temperature, 144, 146 


Basy and child, care of, 359 et seq. 
artificial respiration for, 431, 432 
band for, 362 
bathing of, 75, 76, 78, 79 
carrying, 107, 108 
clothing for, 363 
colic in, 368 
constipation in, 370 
convulsion in, 428 
erying of, 370, 371 
enema for, 115, 116 
exercise for, 372 
feeding of, 66, 67 
first bath for, 362 
hearing of, 360 
mental development of, 360, 361 
nursing of, 365, 366 
physical peculiarities of, 359 
sense of taste of, 360 

of touch of, 360 
sight of, 360 
specimens of urine from, 123 
spine of, 360 — 
stomach of, 359 
weight of, 364, 365 
chart of, 152, 153 

Back, care of, 54 

Back-rest, use of, 98, 99 

Backache, postoperative, 172 

Bags, sand-, 94 

Baking, 269 

Balkan frame, 339, 340 

Band for baby, 362 

Bandage, binocular, 416, 419 
breast, 418, 419 
capelline, 415, 419 
fastening a, 413 
figure-of-8, 416-418 
for eyes, 408, 409, 416, 419 
for stump, 414, 415, 418 
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Bandage, four-tailed, 408, 409 
how to roll, 402-404 
mastoid, 417, 419 
materials used for, 402 
monocular, 416, 419 
recurrent, 414, 418, 419 

- removing, 413 
roller, 403, 404, 410-419 
scultetus, 409, 410 
spica, 414, 418 
T, 407, 408 
tailed, 403, 407-410 
triangular, 403, 405-407 

for foot, 406 

for hand, 405, 406 
uses of, 402 
varieties of, 403 
Velpeau’s, 418, 419 

Bandaging, rules for, 410-412 

Barium enemata, 284 

Basket splint, 305 
ward toilet, 48 

Bath apron, 76 

Bath-tubs, care of, 22 

Bathing face and hands, 48, 49 
hands, 49 

Baths, 69 et seq. 
baby’s first, 362 
before operation, 162 
bran, 278 
continuous tub, 272, 273 
foot, in bed, 74 
for baby, 75, 76, 78, 79 
hot air, 269, 270 
importance of, 69 
in infections, partial, 274 
in typhoid, 244, 245 
mustard, 277 
on admission, 56 
salt, 278 
shower, 263 
sitz, 278, 279 
soda bicarbonate, 278 
sponge, for cleanliness, 70, 71 
spray, in bed, 264-266 
starch, 278 
temperature of, 70 
therapeutic, 263 et seq. 
vapor, 271 

Beards, men’s, care of, 88 

Bed, air, 44 
bath, 70, 71 
changing, with patient, 39-42 

cradle, 93 
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Bed, emergency, 38 
for convalescent, 35 
for ether patient, 36, 37 
for Fowler position, 44, 45 
for operative case, 36 
fracture, 44 
kind of, 30 
making, 30, 31 et seq. 
outdoor, 44, 45 
rest, use of, 98 
special kinds, 44, 45 
surgical, 36, 37 
to strip and air, 34, 35 
water, 44 
Bedbugs, treatment of, 26 
Bed-pan, adjusting, 52, 53 
sterilizer, 22 
Bedside records, 153 et seq. 
table, where to place, 20 
Bed-sores, 108, 109 
in typhoid, 246 
Belt, abdominal, 322 
Bichlorid of mercury, poisoning 
by, 433 
Binder, breast, 418, 419 
Binocular bandage, 416, 419 
Bitter medicines, how to give, 201 
Bladder instillation, 262 
irrigation, 261, 262 
operations, 324 
Blanket for pack, wringing, 275 
Bleeding, 312 
in pneumonia, 353 
Blister with iodin, 135 
Blood matching for transfusion, 313 
specimens, 125 
transfusion, 312-314 
Blood-culture in typhoid, 244 
Blood-pressure, taking, 289 
Boards for side of bed, 248 
Bodily heat, 143 
Bottle holders, 66 
Bowel movements, baby’s first, 369 
Bradford frame, 328, 340, 341, 375 
use of, 328 
Brain tumor, removal of, 383 
Bran bath, 278 
Breast amputation, 324 
binder, 418, 419 
Breath, odor of, 213 
Bright’s disease, 350, 351 
Bronchial asthma, 345 
Bronchitis, 344 
Bronchopneumonia, 352 
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Bruise, treatment of, 427 
Buck’s extension, 337 
Bulb syringe, 116 
Burns, care of, 324 
treatment of, 302, 308, 426 
Byrd’s method of artificial respira- 
tion, 431, 432 


CALMETTE test, 358 
Cancer, 345 
of stomach, 348 
Capelline bandage, 415, 419 
Capital letters in printing, 159 
Carbolic acid, burns from, 426 
poisoning by, 433 
Carbolizing mattress, 24 
Cardiac disease, 345, 346 
patients, support for, 100, 101 
Care oe abdominal operations, 
32 
after anesthesia, 167 et seq. 
after cleft-palate operation, 331, 
332 
after colostomy, 329 
after curetment, 325 
after gall-bladder 
325, 326 
after harelip operation, 331, 332 
after herniotomy, 328 
after kidney operations, 330 
after mouth operations, 330 
after operation, 169-176 
on skull, 333 
after perineorrhaphy, 332, 333 
after removal of hemorrhoids, 
329 
after spinal puncture, 321 
after stomach operations, 327 
after thoracotomy, 334 
after thyroid operation, 334, 335 
in heart disease, 346 
in medical cases, 342 
in nephritis, 351 
in pneumonia, 352 
in rheumatism, 354 
in syphilis, 356 
in tuberculosis, 357, 358 
of artificial teeth, 51 
of babies and children, 359 et 


operations, 


seq. 
of baby’s cord and navel, 362 
of back, 54 

of bath-tubs, 22 
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Care of chronic patients, 378-382 
of dead, 231-234 
of ear, 392 
of enamel utensils, 22 
of flowers, 20 
of fracture cases, 338-340 
of hair, 51 : 
of hoppers, 23 
of instruments, 193, 194 
of lavatories, 22 
of medicine case, 196 
of mother’s nipples, 366 
of mouth, 49 
of nails, 75 
of newborn, 361-366 
of nurse’s hands, 25 
of nursing bottles, 66, 67 
of patient’s clothing, 55 


hair, 57 
mouth, 49, 50 
teeth, 50, 51 


valuables, 55 
of plaster casts, 306, 307 
of plumbing, 22 
of refrigerators, 21 
of rooms and wards, 17 
of rubber gloves, 194 
sheets, 25, 39 
of sinks, 22 
of tangled hair, 57 
of teeth, 50 
of thermometers, 147 
of toilets, 23 
of unsightly material, 125 
of valuables, 55 
of wounds, 298 ef seq. 
Carrel-Dakin method of dressing 
wounds, 301-303 
Carriage, surgical dressing, 188, 
189 


Carrier of communicable disease, 
235 

Carrying babies and children, 107, 
108 

Cast, lifting patient with, 106 
plaster, 305, 306 

Castor oil, how to give, 202 

Cataplasms, 132 

Cataract, care after operation for, 
392 

Catgut infection, 322 — 

Catheterization, 257-260 
of man patient, 261 
when done, 121 
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Cerebral hemorrhage, 344 
Cerebrospinal meningitis, 350 
Chafing, treatment for, 110, 111 
perm getting patient into, 101, 


Chancre, 355 
Changing baby, 364 
draw sheet, 41 
lower sheet, 42 ~ 
mattress of occupied bed, 43, 44 
occupied bed, 39-42 
pillow, 42, 43 
Chapin baby urinal, 124 
Character of sleep, 221 
Characteristics of disease, 342 
Charts, clinical, 152 
of temperature, 150-152 
of weight, 152, 153 
wget bandage, triangular, 407, 
8 ; 
examination, 179, 181 
Cheyne-Stokes respiration, 
151 
Children after operation, 177 
bathing, 79, 80 
carrying, 107, 108 
exercise for, 372 
giving medicine to, 202 
inducing to eat, 64 
lifting, 107 
occupations for, 382 
shock in, 421 
sleeping outdoors, 
for, 45 
sputum specimen from, 125 
vocabulary of, 361 
Chills, 213 


150, 


protection 


| Cholecystectomy, 325 


Cholecystotomy, 325 
Chronic patients, care of, 378-382 
diet of, 379 
Circular cushions, 110 
et ete hemorrhage after, 
424 
Cistern puncture, 321 
Citrate method of blood trans- 
fusion, 314 
Classification of wounds, 298 
Cleaning after discharge of a pa- 
tient, 24 
floors, 17, 18 
materials, 20 
rugs, 18 
with disinfectants, 21 
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Cleanliness, what it is, 17 
Cleansing bath, 70, 71 
mouth, 50 
nurse’s hands, 253 
Cleft-palate operations, 331 
Clinical charts, 152 
thermometer, 144 
Clonic convulsions, 214, 428 
Clothing, care of, 55, 56 
for baby, 76, 363 
infested with vermin, 56 
listing patient’s, 55, 56 
on fire, 426 
Clyster, 112 
Cold applications, 180 
to eye, 387-389 
compresses, 132 
effect of, 130 
pack, 82, 83 
sponge bath, 80, 81 
Colds in children, 374 
Colic, 368 
cry of, 371 
Collapse, 421 
Colonic irrigation, 117—119 
Color of baby’s bowel movements, 
369 
of face in disease, 214 
of skin, 220 
Colostomy, 329 
Colostrum, 365 
Combing hair, 51, 52 
Comfort of patient, 89 ef seq. 
Comminuted fractures, 336 
Communicability of disease, de- 
gree of, 236 
Communicable disease, care of, 
235 et seq. 
stages of, 243 
Composition of dust, 17 
Compound fracture, 336-338 
Compresses, cold, 132 
to eye, cold, 388, 389 
Condition after anesthetic, 168 
Constipation in babies, 370 
Contact infection, direct and in- 
direct, 236 
Contagious diseases, 235 
Continuous hot-air baths, 270 
tub bath, 272, 273 
Contracted pupils, 217 
Convalescence from typhoid, 250 
Convalescent, bed for, 35 
children, 375 
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Convalescent patients, 377-379 

Convulsions, 214, 428 

Cool enema, 283 

Cord, baby’s, care of, 362 

Cork of medicine bottle, how to 
hold, 199 

Coryza in children, 374 

Cough, observation of, 215 

Counterirritants, 134, 135 

Counting pulse, 189, 140 
respiration, 149 

Cover for ice-bag, 131 

Cradle for bed, 93 

Crib, making, 34 

Crisis in pneumonia, 352 

Croup tent, 271, 272 

Cry of babies, 215, 370, 371 

Cubicle technic for isolating pa- 
tients, 238-243 

Cubicles for isolation, 238, 239 

Culture from throat, 400, 401 

Cupping, 137 

Curative occupations, 380-382 

Curettage, 325 

Curetment, 325 

Cushions, circular, 110 

Cyanosis, 214 

Cystitis, 261 


Datny routine, 46 
Dakin’s solution, use of, 301 
Dampness in the air, 29 
Dawson’s solution, 310 
Dead, care of, 231-234 
Decompression, 333 
Defervescence, 244 
DeLee’s modification, artificial res- 
piration, 431, 432 
Delirious patient, feeding, 66 
Delirium, 215, 216 
restraint in, 247-249 
tremens, 215 
Diabetes, 347 
diet in, 347 
treatment with insulin, 347 
Diaper specimens, 124 
square, 363, 364 
Diapering a baby, 364 
Diarrhea, baby’s stools in, 370 
Diastolic blood-pressure, 290 
Dichloramin-T, use of, 299, 303 
Dicrotic pulse, 142 
Diet after operation, 176 
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Diet after removal of hemorrhoids, 
329 
after stomach operations, 327 
before operation, 161 
in anemia, 343 
in diabetes, 347 
in gastric ulcer, 348 
in nephritis, 351 
in tuberculosis, 357, 358 
kinds of, 59 
light, 59 
liquid, 59, 61 
of chronic patients, 379 
soft, 59 
special, 59, 68 
Digital examination, 184 
Dilated pupils, 217 
Direct method of blood trans- 
fusion, 313 
Dirty patients, bathing of, 70 
Disagreeable medicines, how to 
give, 201 
Discharge of patients, 57, 58 
Discomforts, physical, causes of, 
89 
postoperative, 172 
Disease, cardiac, 345, 346 
defined, 342 
functional, 342 
gastric, 348 
organic, 342 
Dishes, sterilization of, 68, 242, 
243 
Disinfectants in cleaning, 21, 22 
Disinfection of linen in typhoid, 
249 
of utensils, 22 
Dislocations, 335, 336 
Disquietude, mental, 90 
Distention, abdominal, in typhoid, 
246 
postoperative, 175 
Ditto marks on records, 155 
Dizziness, 216 
Donor, in blood transfusion, 313, 
314 
Dorsal position, 185 
Douches, hot, 257 
in infectious cases, 257 
nasal, 397 
vaginal, 254, 255 
Drainage after gall-bladder opera- 
tions, 325 
duodenal, 296, 297 
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Drainage of gall-bladder, 296, 297 
of wounds, 298-301 
Draw sheet, changing, 41 
hag after mastoid operations, 
bed patient, 92, 93 
carriage, 188, 189 
injured limb, 93 
wounds, methods of, 299-301 
Dressings, surgical, 187-193 
Drip, Murphy, 284, 285 
Droplet infection, 236 
Dropping medicine, 199 
Dropsy, 216 
Drowning, 429 
Drugs taken by nurses, 208, 209 
Dry cleaning, 17 
heat, 266 
application of, 126, 127 
pack, hot, 277 
Duodenal drainage, 296, 297 
Dust, composition of, 17 
Dusting, 19 
Dyspepsia, 348, 349 
Dyspnea, 150 


Ear, care of, 392 
examination, 392, 393 
foreign body in, 434 
irrigation, 394, 395 
pains in child’s, 372 

Ecchymoses, 216 

Edema, 216 

Effect of cold, 130 
of medicine, 202, 203 

Electric heating pads, 127 
light bath, 266, 267 

Embolism, postoperative, 176 

Emergencies, 420-434 

Emergency bed, 38 

Emesis, 221 

Emollient enemata, 283 

Empyema, 334 
care after operation for, 334 

Enamel utensils, care of, 22 

Endocarditis, 345 

Enema, 112 et seq. 
anthelmintic, 284 
barium, 284 
cool, 283 
emollient, 283 
for baby, 115, 116 
for flatus, 116 
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Enema, nutritive, 286, 287 
oil, 282 
opaque, 284 
recording result of, 115, 155 
soothing, 283 
special, 282 et seq. 
starch, 284 
stimulating, 284 
Enteroclysis, 117-119 
Envelope bed, 34 
Epileptic attacks, 428, 429 
Epistaxis, 423 
Erasures on records, 155 
Eruption on skin, 216 
Erysipelas, 347 
Erythema, 216 
Ether bed, 36-38 
Ewald test-meal, 295 
Exact obedience, 223: 
Examination, methods of, 178 
of ear, 392, 393 
of eye, 383, 384 
of nose, 396 
of throat, 398 
physical, 178-187 
rectal, 186, 187 
vaginal, 184, 185 
Exercise for babies and children, 
372 
Exhaustion from heat, 428 
Expectoration, character of, 215 
Expression of eyes, 217 
of face, 217 
of opinion, 222 
of stomach contents, 295, 296 
Extension, Buck’s, 337 
External applications, 126 et seq. 
heat, 126 
Extinguishing fire, 425, 426 
Extremes of pulse, 139 
of temperature, 148, 144 
Extremity, 
324 
Eye applications, cold, 387-3889 
hot, 387 
bandage, 408, 409, 416, 419 
drops, instilling, 384, 385 
examination, 383, 384 
foreign bodies in, 390, 434 
holding open, 383 
irrigation, 385, 386 
nursing, 383-392 
observation of, 217 
operations, 391, 392 


amputation of, 328, 
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lace, bathing, 48 
mask, 136 
plastic operations on, 333 
Facial expression of patient, 217 
Failure to urinate, 120 
Fainting, treatment of, 427 
Falling out of bed, 172 
Fastening a bandage, 413 
Fasting stomach test, 296 
Feces, specimens of, 124 
Feeding after cleft-palate opera- 
tion, 331, 332 
after stomach operations, 327 
artificial, for babies, 367 
babies, 66, 67 
by rectum, 286, 287 
by tube, 293, 294 
liquids, 60, 61 
patient, 65 
unconscious patient, 66 
Femur, fracture of, in children, 339, 
340 
Fever, 144 
typhoid care in, 244-249 
Figure-of-8 bandage, 416-418 
Filling hot-water bag, 127 
ice-bag, 131 
Fire, action in case of, 425, 426 
drill, 425 
extinguishers, use of, 426 
First impressions, 54 
teeth, 374 
Fisher test-meal, 295 
Flatus, enema for, 116 
Flaxseed poultice, 132 
Flies, getting rid of, 25 
Floors, cleaning, 17, 18 
Flowers, care of, 20 
Fluids for typhoid patient, 245 
forcing, 68 
Follicular tonsillitis, 356 
Fomentations,. 129 
Fontanelles, 359 
Food, serving, 59, 60, 62-64 
Foot bath in bed, 74 
sling, 99 
triangular bandage for the, 406 
Forced feeding, 67, 293, 294 
Forcing fluids, 68 
Foreign body in ear, 434 
in eye, 390, 434 
in nose, 434 
in throat, 434 
swallowed, 434 
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Formaldehyd gas for fumigation, 
251, 252 
Four-tailed bandage, 408, 409 
Fowler position after appendee- 
tomy, 323 
bed, 44, 45 
Fracture bed, 44 
Fractures, 336-340 
varieties of, 336 
Trame, Balkan, 339, 340 
Bradford, 328, 340, 341 
Fresh air, 26 
Frost-bite, 426 
Fumigation, 250-252 
Functional disease, 342 


GALL-BLADDER drainage, 296, 297 
operations, 325 
Gall-stones, examination of feces 
for, 124 
Gargling, 398 
Gas, enema for, 116 
poisoning, 429, 4383 
Gastric disease, 348 
lavage, 290-293 
neuroses, 349 
operations, 326, 327 
ulcer, 348 
Gastritis, 348 
Gastro-enterostomy, 326 
Gastrostomy, 327 
Gatch bed, 44 
Gauze dressings, 187, 188 
Gavage, 293, 294 
Genupectoral position, 186, 187 
Getting patient into chair, 101, 102 
up after operation, 176, 177 
Giving bed-pan, 52 
medicines, 197—202 
oxygen, 287, 288 
urinal, 53 
Goiter operations, 334 
Gonorrhea, 349 
Gonorrheal infections, douches in, 
257 
ophthalmia, 391 
vaginitis, 349 
Gowns, use of, in isolation cases, 
239-241 
Granulated eyelids, 391 
Granulation of wounds, 298, 299 
Graphic charts, 152 
Greenstick fracture, 337 
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Grippe, 349 
Grouping blood for transfusion, 
313 


Hasirts in children, good and bau, 
373, 374 
Hair, care of, 57 
— combing, 51, 52 
shampoo in bed, 84, 85 
Handling the sick, 91 et seq., 94 
Hands, bathing of, 49 
care of, 25 
cleansing of, 253 
lotion for, 25 
restraint for children, 372, 
375 
triangular bandage for, 405, 406 
Hardening of arteries, 348, 344 
Harelip operations, 331 
Head, size of, in babies, 359 
Headache, 218, 220 
postoperative, 173 
Healing of wounds, 298 
Hearing, nurse’s, 227 
observation of, 218 
Heart cases, support for, 100, 101 
position of, in children, 359 
Heat, dry, 267 
effects of, 126 
exhaustion, 428 
external, 126 
moist, effect of, 126, 129 
remedy for colic, 368 
stroke, 427, 428 
to ear, 392 
uses of, 126 
when contraindicated, 126 
Heavy patient, lifting out of bed, 
104, 105 
Heliotherapy, 279 
Hematemesis, 423 
Hemiplegia, 344 
Hemophilia, 312 
Hemoptysis, 422 
Hemorrhage, 421-425 
after removal of adenoids, 323 
cerebral, 344 
following removal of hemor- 
rhoids, 329 
tonsillectomy, 335 
from circumcision, 424 
from lungs, 422, 423 
from mouth or throat, 423 


373, 
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Hemorrhage from nose, 423 
from stomach, 423 
from wound, 422 
in newborn, 361, 362 
in typhoid, 249, 423 
internal, 423 
postoperative, 168, 174 
postpartum, 424, 425 
pulse in, 424 
stimulation in, 424 
symptoms of, 168 
Hemorrhoids, removai of, 328, 
329 
Hernia, danger of, 322 
Herniotomy, 328 
High enema, 112 
Holding struggling patient, 165, 
166 — 
Hookworm, feces specimens ex- 
amined for, 124 
Hoppers, eare of, 23 
Hospital beds, 30 
Hot air baths, continuous, 270 
in bed, 269, 270 
treatment of burns, 302 
applications to eye, 387 
douches, 257 
pack, wet, 274-276 
Hot-water bag, application of, 127 
-eover, 128 
in ether bed, 38 
preparation of, 127 
Humidity, 29 
Hunger, air-, 168 
ery of, 371 
Hutchinson’s teeth, 218, 219 
Hypodermic injections, 204-208 
Hypodermoclysis, 307-310 
Hypostatic pneumonia, 172 
Hysterectomy, 328 
_ Hysterical convulsions, 428 


IcH-BAG, 130, 131 

substitute for, 131 
Immunization of nurse, 238 
Importance of baths, 69 

of observation, 210 
Improvised screen, 26, 27 
Incubation period, 243 
Inducing urination, 121 
Infantile paralysis, 353 
Infected dishes, care of, 68 

wounds, care of, 298, 299 
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Infection, baths in, 274 
by contact, 236 
by droplets of saliva, 236 
following operation, 176 
from catgut, 322 
general, 354 
sources of, 237 
Infectious diseases, 235 
oot lose niin characteristics of, 
42 
Influenza, 349 
Infusion, intravenous, 310, 311 
Inhalations, 203, 204 
Injured limb, dressing and un- 
dressing, 93 
Ink, removal of, 23 
Insects, getting rid of, 25 
Instillation, bladder, 262 
of eye drops, 384, 385 
Instruments, care of, 194 
for surgical dressings, 190 
Insulin in diabetes, 347 
Intermittent pulse, 142 
Internal hemorrhage, 423 
Intestinal operations, 328, 329 
test diets, 297 
worms, 222 
ae injection of blood, 
1 
Intraperitoneal injection of blood, 
314 
of saline, 309, 310 
Intravenous infusion, 310-312 
medication, 312 
Inunction, drugs given by, 203 


Lodin, poisoning by, 433 


tincture of, 
135 
Inridectomy, care after, 392 
Ironing, to apply heat, 137 
Irregular pulse, 142 
Irrigation, colonic, 117-119 
nasal, 396 
of bladder, 261, 262 
of ear, 394, 395 
of eye, 385, 386 
of throat, 399, 400 
Irritant poisons, 433 
Irritation of skin, 111 
Isolation gowns, mode of use, 239~ 
241 
in cubicles, 238, 239 
of communicable disease, 236, 
237, 356, 357 


used externally, 
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JAUNDICE in newborn, 370 

Jaw bandage, 232, 408, 409 
Jews, customs of Orthodox, 231 
Judgment, night nurse’s, 228 


KELor, 299 

Kidney operations, 329, 330 
Knee-chest position, 186, 187 
Koplik’s spots, 219 


LABELS on medicines, 196-198 
Lack of appetite, 64 
Lamp, Alpine, 281 
Larynx, foreign body in, 434 
Latent stage of syphilis, 356 
Lavage, gastric, 290-293 
in poisoning, 433 
Lavatories, care of, 22 
Lead poisoning, 434 
Leaving hospital, routine, 57, 58 
Lice, head and body, 86, 87 
Lifting children, 107 
from bed to stretcher, 104, 105 
into bed, 103 
limbs, 97 
patients, 94, 96, 97 
with plaster cast, 106 
Light diet, 59 
intolerance of, 217 
Limbs, lifting, 97 
Lindeman method of blood trans- 
fusion, 313 
Linen, disinfection of, 249 
Liniments, 135 
Linoleum, cleaning of, 21 
Linseed poultice, 132 
Lips, color of, 218 
Liquid diet, 59, 60 
Listing of patient’s clothes, 55, 56 
Liver, size of, in babies, 359 
Lobar pneumonia, 352 
Local baths, 70 
preparation for operation, 162- 
164 
Location of meatus, 259 
Lock’s solution, 310 
Loss of control of part, 222 
Low enema, 112 
Lower limbs, examination of, 182, 
183 
sheet, changing, 42 
Lues, 355 
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Lumbar puncture, 320 

Lung motor, 432 

Lungs, hemorrhage from, 422, 423 
Lye, burns from, ‘426 


Macu.rs, 216 
Making bed, 30, 31 et seq. 
erib, 34 
Malignant growths, 345 
Man patient, catheterizing, 261 
Manner of night nurse, 227 
Many-tailed bandage, 409 
Marking patient’s clothing, 56 
Mask for ointment to face, 136 
Massage for constipation, 370 
Mastoid bandage, 417, 419 
operations, 330 
Masturbation, 373 
Matching blood for transfusion, 
313 
Materials for bandages, 402 
for cleaning, 20, 21 
for surgical dressing, 189, 190 


Mattress, 30 


earbolizing, 24, 25 
change of, 379 - 
in occupied bed, 43, 44 

cleaning and airing, 24 

protecting, 31, 39 
Meals, test-, 295 
Measuring urine, 120 
Meatus, location of, 259 
Meconium, 365, 369 
Medical asepsis, 238-243 

cases, care in, 342 

procedures, 287 et seq. 
Medicated plasters, 137 
Medication by rectum, 287 

intravenous, 312 
Medicine case, care of, 196 

list, 200 

mistakes in giving, 483 

tray, 200 
Medicine-droppers, use of, 199 
Medicines, administration of, 196 

et seq. 

effects of, 202, 203 

relabeling, 196 
Men, occupations for, 382 
Meningitis, 350 

cerebrospinal, 350 

spinal, 350 

tuberculous, 350 
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Mental development of children, 
360, 361 
disquietude, 90 
Mercurial ointment, applying, 203 
Mercury, bichlorid, poisoning by, 
433 
Metal polishes, 21 
Method of printing, =e 
of ventilation, 26 
Mice, getting rid of, 26 
Middle-ear disease, care in, 396 
Mildew, removal of, 23 
Miliary tuberculosis, 358 
Missed case of communicable dis- 
ease, 236 
Mistakes in medicine, 433 
Misunderstood symptoms, 211, 212 
Mitered corners in bed-making, 
31, 32 
Mitts of aluminum, 372, 373 
Modes of administration of medi- 
cine, 197, 200-204 
Moist heat, effect of, 126 
Money, care of patient’s, 55 
Monocular bandage, 416, 419 
Morning dusting, 20 
specimen of urine, 122 
toilet, 48 
for patients, _ 
work, 48 
of night nurse, 229 
Morphin poisoning, 434 
Mouth, care of, 49, 50 
condition of, 218 
operations, 330 
preparations for, 164 
temperature, 145 
Murphy drip, 284, 2&5 
Mustard as a counterirritant, 134 
bath, 277 
. pack, 277 
plaster, 134 
poultice, 134 
Myocarditis, 346 
Myringotomy, 396 


Nalrs, care of, 75 

Name of new patient, 54 

Narcotic poisons, 433 

Nasal culture, 401 
douche, 397 
examination, 396 
gavage, 294 
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Nasal spray, 397, 398 
Navel, baby’s, care of, 362 
Neatness in records, 154 
in serving food, 62 
Neo-arsphenamin, giving of, 312 
Nephritis, 350, 351 
diet in, 351 
Neuroses, gastric, 349 
New patients, 55 
observation of, 56 
Newborn, care of, 361-366 
hemorrhage in, 361, 362 
Nickel, care of, 21, 22 
Night cries, 215 
nurse’s care of herself, 230 
nursing, 224—230 
preparation for, 53, 54 
Nipples, mother’s, care of, 366 
rubber, care of, 68 
Noises, reduction of, 225 
Normal pulse, 138 
temperature, 143 
Nose, foreign body in, 434 
hemorrhage from, 423 
Nourishment in typhoid fever, 245 
recording, 65 
Nurses taking drugs, 208, 209 
Nursing baby, 365, 366 
bottles, care of, 66, 67 
Nutritive enema, 286, 287 


OBEDIENCE, exact, 223 
Observation, importance of, 210 
of new patient, 56 
of symptoms, 210 et seq. 
to be recorded, 155, 156 
Occupational therapy, 380, 382 
Occupations for convalescents, 378, 
380, 381 
how to choose, 381, 382 
Occupied bed, changing of, 39-42 
Odor of breath, 213 
Odors, prevention of, 27, 28 
Oil enema, 282 
Ointments applied to eye, 389 
how applied, 135, 203 
Old people after operation, 177 
Oozing surface, treatment of, 422 
Opaque enema, 284 
Open bed, 36 
method of treating burns, 302 
Opening a vein, 312 
sterile package, 19] 
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Bre ee room, preparation for, 
5 
pie dae abdominal, care after, 
3 

for cleft-palate, 331 

for goiter, 334 

for harelip, 331 

mastoid, 330 

on bladder, 324 

on eye, 391, 392 

on gall-bladder, 325 

on. intestines, 328, 329 

on mouth, 330 

on skull, 333 

on stomach, 326, 327 

on thyroid gland, 334 

permission for, 162 

preparation for, 160-165 
Operative cases, 160 
Ophthalmia, gonorrheal, 391 
Ophthalmoscope, use of, 383 
Opinions, expressing, 222 
Opisthotonos, 350 
Opium poisoning, 434 
Oral gavage, 294 
Organic disease, 342 
Orthodox. Jewish customs, 231 
Otitis media, treatment of, 396 
Outdoor bed, 44, 45 
Overdoing for convalescent, 377 
Oxygen, giving of, 287, 288 


PACcIFIERS, use of, 373 
Pack, cold, 82, 83 
hot, dry, 277 
wet, 274-276 
mustard, 277 
sedative, 84 
Pain after amputation, 324 
character of, 220 
ery of, 371 
following operation, 173 
relief of, 343 
Pain-dispelling drugs, 209 
Paint, removal of, 23 
Painting throat, 398 
Pallor, 214 
Papules, 216 
Paracentesis, 314, 318, 319 
of ear, 396 
he a dressing for burns, 303, 
304 
Paralysis, care in, 344 
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Paralysis, infantile, 353 

Paraplegia, 344 

Partial baths in infections, 274 

Pasteur Institute of Paris, 236, 248 

Patches in throat, 219 

aha vaca of babies, physical, 
35 

Pediculi, treatment for, 86, 87 


| Pelvic examination, 184, 185 


Peptic ulcer, 348 
Perforation of intestine in typhoid 
fever, 249 
Pericarditis, 346 
Pericardium, aspiration of, 318 
Perineorrhaphy, 332 
Period of incubation, 243 
Peritonitis, tubercular, 358 
Permission for operation, 162 
Pernicious anemia, 343 
Perspiration, 221 
Pests, getting rid of, 25 
Petechia, 216 
Phenolsulphonephthalein test, 351 
Phlebitis, postoperative, 176 
Phlebotomy, 312 
Photophobia, 217 
Physical discomforts, causes of, 89 
examinations, 178-187 
peculiarities of babies, 359 
Picking at bedclothes, 222 
Pillows, arrangement of, 34 
changing of, 42, 43 
kind and size, 30 
Pills, how to give, 200 
Pin-pricks, importance of, 426 
Plait in sheet for toes, 32, 33 
Plaster casts, after-care of, 306, 307 
application of, 305, 306 
lifting patient with, 106 
removal of, 194, 195 
medicated, 137 
mustard, 134 
Plastic operations, 333 
Pleurisy, 353 
Plumbing, care of, 22 
causes of trouble with, 23 
Pneumonia, 352 
broncho-, 352 
lobar, 352 
postoperative, 172, 175 
Poisoning, treatment of, 433 
uremic, 358 
Poisons, irritant, 483 
narcotic, 433 
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Poliomyelitis, 353 
Position for vaginal examination, 
185, 186 
in bed, 220 
of heart in children, 359 
Postoperative care, 169-176 
conditions that are serious, 174 
shock, 170 
Postpartum hemorrhage, 424, 425 
Potassium permanganate, use of, 
in fumigation, 252 
Pott’s disease, 358 
Poultices, 132, 183 
mustard, 134 
. Powder applied to eye, 389 
Precautions about hot-water bags, 
128 
against transmission of disease, 
236, 237 
Preoperative diet, 161 
specimen of urine, 162 
Preparation for abdominal tap- 
ping, 318, 319 
for anesthesia, 160, 165 
for catheterization, 258 
for curetment, 325 _ 
for examinations, 179-185 
for eye operations, 391 
for fumigation, 250, 251 
for gall-bladder operations, 325 
for hypodermoclysis, 307, 309 
for meal, 63 © 
for night, 53, 54 
for operation, 160-165 
for spinal puncture, 321 
for stomach operations, 327 
for surgical dressing, 188-190, 
191, 192 
of hypodermic, 206 
of medicines, 198, 199 
of tray, 61 
Prescriptions, abbreviations used 
in, 197, 198 
Pressure sores, 108, 109 
Primary anemia, 343 
union of wounds, 298 
ae of action in emergencies, 
4 
Printing, 157-159 
Problems for social worker, 58 
Proctoclysis, 284, 285 
ee ere, examination with, 
Projectile vomiting, 328 
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Prone position, turning patient to, 
96 
Prostatectomy, 333 
Protecting mattresses and pillows, 
39 
Providence City Hospital technic, 
236-243 
Pulmonary tuberculosis, 357 
Pulmotor, use of, 432 
Pulse, 138 
after operation, 168 
counting, 1389, 140 
dicrotic, 142 
extremes of, 139 
in hemorrhage, 424 
intermittent, 142 
irregular, 142 
pressure, 290 
quality of, 141, 142 
variations of, 138, 139 
Puncture, cistern, 321 
lumbar, 320 
spinal, 320, 321 
a of eye, contracted or dilated, 
1 
Purgative enema, 112, 114 
Purpura, 216 
Pustules, 217 
Pyemia, 355 
Pylorectomy, 327 
Pyloric stenosis, 326, 327, 368 
Pylorospasm, 326 


Quatity of pulse, 141, 142 
of respiration, 150 

Quarantine, 236 

Quartz lamp, 280, 281 

Quiet, helps toward, 225 

Quinsy, 356 


Rapium, use of, in cancer, 345 

Range of temperature, 143 

Rash on baby’s skin, 370 

Rashes produced by drugs, 202 

Rats, getting rid of, 25 

Ray, ultra-violet, 281 

Reaction after arsphenamin, 312 
from transfusion, 314 

Record, nurse’s bedside, 153-156 
what to put on, 155, 156 

Recording discharge of patient, 58 
food, 65 
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Rectal examination, 186 
feeding, 286, 287 
irrigation, 117-119 
medication, 287 
operations, 329 
seepage, 284, 285 
suppositories, 204 
temperature, 144, 145 
Recurrent bandage, 414, 418, 419 
Reduction of dislocations, 335, 336 
Refrigerators, care of, 21 
Regurgitation in babies, 368 
Rehfuss tube, 296 
Relabeling medicines, 196 
Release from isolation, 250 
slip, 57 
Relief of pain, 343 
Removal of adenoids, 323 
of adhesive plaster, 192 
of bandage, 413 
of foreign body from eye, 390 
of hemorrhoids, 328, 329 
of plaster cast, 194, 195 
of stains, 23 
of stitches, 192 
of tonsils, 335 
Repair, articles for, 20 
Resection of intestine, 328 
Respiration, 149 
artificial, 429-432 
Cheyne-Stokes, 150, 151 
counting, 149 
quality of, 150 
variation in, 149 
Responsibility, limits of a nurse’s, 
para). 
of night nurse, 229 
Restlessness of fever, relief for, 247 
Restraint for children for exam- 
ination, 375 
in anesthesia, 165, 166 
in delirium, 248, 249 
of child’s hands, 372, 373, 375 
sheet, 247, 248 
Retention of urine, 120, 329 
after perineorrhaphy, 332 
Reverses in bandage, 412, 415 
Rheumatic fever, 354 
Rheumatism, 354 
Rhythmic traction on tongue, 168 
Riegel test meal, 295 
Rigor mortis, 232 
Ringer-Lock solution, 310 
Rings, rubber, 110 
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Roaches, getting rid of, 25 

Rolled sheet for lifting, 103, 104 
Roller bandage, 403, 404, 410-419 
Rolling a bandage, 402-404 

Room temperature, 28 

sar meanings of surgical terms, 


Routine, daily, 46 
work, "48 et seq. 

Rub, how to give, 91, 92 

Rubber gloves, care of, 194 
sheets, care of, 25, 39 
testing, 31, 39 

Rugs, cleaning, 18 

Rules for bandaging, 410-412 


SAFETY-PIN in throat, 434 
Salt bath, 278 
glow, 278 
solution by rectum, 284 
Salvarsan, giving of, 312 
Sand-bags, 94 
Sapremia, 355 
Schaefer method of artificial res- 
piration, 431, 432 
Scratches, importance of, 426 
Screen, improvised, 26, 27 
Scrubbing hands, 253 
Scultetus bandage, 409, 410 
Secondary anemia, 343 
Sedative pack, 84 
Self-control in emergencies, 420 
Septicemia, 354, 355 
Serum for pneumonia, 353 
Serving food, 59, 62-64 
meals, 59 et seq. 
Setting tray, 61 
up in bed, 98 
Shampoo for hair in bed, 84, 85 
Sheet, lifting patient on, 103, 104 
method of fumigation, 252 
restraint for children, 375 
Shock blocks, 170 
postoperative, 170, 174 
treatment of, 420, 421 
Shower baths, 263 
Sick babies, feeding, 67 
Side boards for delirious patient, 
248 
Sims’ position, 185, 186 
Sinapism, 134 
Sinks, care of, 22 
Sitting position in bed, 99 
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Sitz bath, 278, 279 
Skin, color of, 220 
condition of, 221 
eruptions, 216 
Skull operations, 333 
Sleep, eee and character of, 
22 
causes of, 225 
expedients to promote, 226 
Sleeping outdoors, 44, 45 
Sliding shoes on beds, 30 
Sling, foot, 99 
for arm, 404, 405 
for sitting position in bed, 100 
Slipping in bed, 97 
Slush-bath, 264, 265 
Small letters in printing, 158 
Social problems, 58 
service, 58 
Soda bicarbonate bath, 278 
Soft diet, 59 
Soothing syrups, 368 
Sordes in mouth of typhoid pa- 
tient, 246 
Sores, pressure, 108, 109 
Sources of infection, 237 
Spasms, 214 
Special beds, 44, 45 
diet, 59, 68 
senses in babies, 360 
Specimen diapers, 124 
Specimens of blood, 125 
of feces, 124 — 
of sputum, 125 
of urine, 121, 122 
from babies, 123 
preoperative, 162 
twenty-four-hour, 122 
of vomitus, 125 
Speculum, bivalve, 184 
_ Sims’, 185 
rectal, 187 
ie manometer, use of, 289, 
Spica bandage, 414, 418 
_ Spinal meningitis, 350 
puncture, 320, 321 
reverse bandage, 412, 415 
Spine in babies, 360 
Splints, 304, 305 
used in poliomyelitis, 353 
Sponge, alcohol, 263, 264 
bath for baby, 76 
for cleansing, 70, 71 
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Sponge bath for temperature, 80, 
81 


Spots in throat, 219 
Sprained ankle, treatment of, 427 
Sprains, 335 
Spray bath for baby, 79 
in bed, 264-266 
nasal, 396 
Sputum specimens, 125 
from child, 125 
Square diaper, 363, 364 
ae ie of communicable disease, 
43 
Stains, removal of, 23 
Starch bath, 278 
enema, 284 
Stenosis, pyloric, 326, 327 
Step, character of, 227 
Sterile package, how to open, 191 
Sterilization of utensils, 22, 242 
Sterilizing adhesive plaster, 298 
dishes, 68 
Stertorous respiration, 150 
Stimulating enema, 284 
Stimulation in hemorrhage, 424 
Stitches, removal of, 192 
Stomach contents, expression of, 
295, 296 
hemorrhage from, 423 
in babies, 359 
operations, 326, 327 
preparation for, 164 
test, fasting, 296 
washing, 290-293 
Stools of artificial feeding, 369 
Strapping with adhesive, 304 
Stretcher, lifting from bed to, 104, 
105 
Stripping bed, 34 
Stroke, heat, 427, 428 
Struggling patient, how to hold, 
165, 166 
Strychnin poisoning, 434 
Stump bandage, 414, 415, 418 
Stupe, turpentine, 135 
wringer, 129 
Stuttering in children, 374 
Subcutaneous medication, 204-208 
Substitutes for ice-bag, 131 
Sulphur, use of, in fumigation, 251 
Sunlight, artificial, 281 
use of, 279, 280 
Sunstroke, treatment of, 427 
Support in bed, 100 
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Suppositories, 204 
Suppression of urine, 120 
Surgical bed, 36 
dressings, 187-193 
terms, 322 
Suspension and extension for frac- 
tures, 338-340 
Swallowing foreign body, 434 
tongue, 168 
Sweeping floors, 18 
Swing for support in sitting posi- 
tion, 100 
Sylvester’s method of artificial 
respiration, 429, 430 
Symptoms, kinds of, 211 
misunderstood, 211 
new, in chronic cases, 380 
Syncope, 427 
Syphilis, 355 
stages of, 355, 356 
Systematic work, 46, 47 
Systolic blood-pressure, 290 


TAILED bandage, 403, 407-410 
Tangled hair, treatment of, 57 
Tapping abdomen, 318, 319 
T-bandage, 407, 408 
Technic for isolation cubicles, 238— 
243 
Technical terms in surgery, 322 
Teeth, care of, 50, 51 
observation of, 218 
the first, 374 
Teething, 375 
Temperature, bodily, 142, 143 
by mouth, 145 
charts, 150-152 
extremes, 148, 144 
in children, 374 
normal, 143 
of baths, 70 
of hot-water bags, 128 
of rooms and wards, 28 
range of, 1438 
sponge bath, 80, 81 
taking, 144-148 
tray, 145 
Tertiary stage of syphilis, 356 
Test, Calmette, 358 
diets, intestinal, 297 
meals, 295, 
phenolsulphonephthalein, 351 
von Pirquet, 358 
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Test, Wassermann, 356 

Testing rubber sheets, 31, 39 

Therapeutic baths, 263 et seq. 

Therapy, occupational, 380-382 

Thermometer, care of, 147 
clinical, 144 

Thoracentesis, 314-318 

Thoracotomy, 333, 334 

Three vital signs, 138 

Throat culture, 400, 401 
examination, 179, 180, 398 
foreign body i in, 434 
hemorrhage from, 423 
irrigation, 399, 400 
observation of, 219 
spots and patches i in, 219 

Thumb-sucking in children, 373 

Thyroid operations, 334 

Tied mastoid bandage, 417, 419 


_| Tincture of iodin, external use Oy 


135 
Toe-plait in sheet, 32, 33 
Toilet basket, 48 
* patient’s morning, 48 
Toilets, care of, 23 
Tongue, observation of, 218 
operations on, 331 
swallowing of, 168 
Tonic convulsions, 214, 428 
Tonsillectomy, 335 
Tonsillitis, 356 
follicular, 356 
Top sheet, changing, 40 
Tourniquet, use of, 422 
Toys for children, 375 
Trachoma, 391 
Traction and suspension for frac- 
tures, 338-340 
on tongue in asphyxia, 168 
Transfusion in anemia, 343 
in septicemia, 355 
of blood, 312-314 
reaction from, 314 
Transmission of communicable dis- 
ease, 236 
Tray, dinner, arrangement of, 61, 
62 


for temperature taking, 145 
medicine, 200 
preparation of patient’s, 61 
setting, 61 
treatment, 282 

Treatment of bruises, 427 
of burns, 302, 303, 426 
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Treatment of collapse, 421 
of constipation in babies, 370 
of convulsions, 428 
of diarrhea in babies, 370 
of dislocations, 335, 336 
of fractures, 337-340 
of pediculi, 86, 87 
of poisoning, 433 
of shock, 421 
of sprains, 335 
of wounds, 298 
trays, 282 
Trephining, 333 
Triangular bandage, 403, 405-407 
for foot, 406 
for hand, 405, 406 
for head, 406, 407 
for knee, 406 
Trough splint, 305 
Tub bath, continuous, 272, 273 
for baby, 78 
Tube feeding, 293, 294 
Rehfuss, 296 
Tubercular adenitis, 358 
peritonitis, 358 
Tuberculin, 358 
Tuberculosis, 357 
miliary, 358 
pulmonary, 357 
Tuberculous meningitis, 350 
Turning patient in bed, 95 
Turpentine stupes, 135 
Twenty-four-hour specimen of the 
urine, 122 
Typhoid fever, care in, 244-249 
hemorrhage in, 423 


Utcer, gastric, 348 
Ultraviolet rays, 281 
Umbilical cord, care of, 362 
Unconscious patient, feeding, 66 
giving medicine to, 201 
Undressing patient in bed, 92 
Unsightly material, care of, 125 
Uremia, 358 
Urinal for baby, 124 
giving, 53 
Urination, failure, 120 
inducing, 121 
Urine, character of, 120 
first, of baby, 369 
measuring, 120 
preoperative specimen, 162 
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Urine, quantity of, 120 
retention of, 120 
specimens, 121, 122 

from babies, 123 
suppression of, 120 

Use of cold applications, 130 

Uses for bandages, 402 

Utensils, care of, 22 
sterilization of, 22, 242 


VACCINATION against typhoid fe- 
ver, 250 
ose discharge, character of, 
222 ; 
douche, 254, 255 
examination, 184, 185 
Vaginitis, gonorrheal, 349 
Valuables, care of, 55 
of dead. patient, 232 
Value of bedside records, 153 
Valvular heart disease, 346 
Vapor bath in bed, 271 
Variations in pulse, 138, 139 
in respiration, 149 
Varieties of bandage, 403 
of diet, 59 
Vaselin spots, removal of, 23 
Velpeau’s bandage, 418, 419 
Venereal diseases, 349, 355 
Venesection, 312 
Venipuncture, 312 
Ventilation, 26-28 
Vermin in clothing, 56 
Vernix caseosa, 361 
Vertigo, 216 
Very dirty patients, 75 
Vesicles, 217 
Virulence, degree of, 236 
Visitors for convalescent, 378, 379 
Vocabulary of children, 361 
Voice, quality of, 221, 227 
Se after operation, 169, 173, 
4 
causes of, 221 
in children, 374 
projectile, 328 
Vomitus, specimens of, 125 
von Pirquet test, 358 


Warp, care of, 17 et seq. 
putting in order, 47 
routine, 46 

Washing the stomach, 290-292 
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Wassermann test, 356 
blood for, 312 
Water bed, 44 
before operation, 161 
for typhoid patient, 245 
Weight, baby’s, 364, 365 
chart, 152, 153 
Wet cupping, 137 | 
pack, 274-276 
Wet-nurses, 367 
Wheals, 217 
Widal test in typhoid fever, 244 


INDEX 


Women, occupations for, 382 

Worms in intestine, 222 

Wounds, care of, 298 ef seq. 
classes of, 298 
drainage of, 298, 300, 301 
healing of, 298 
hemorrhage from, 422 
methods of dressing, 299-301 
small, treatment of, 426 
treatment of, 298 

Wringing blanket for pack, 275 
fomentations, 129 
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